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OPERATIVE SURGERY AND TECHNIQUE 


Farr, C.E.: Picric Acid in Operative Surgery. Ann. 
Surg., 1921, lxxiii, 13. 

With the aid of Spencer and Kingery of the New 
York Hospital, Farr carried ona series of experiments 
on guinea pigs to determine the effect of picric 
acid on the peritoneum. 

Four healthy animals received intraperitoneally 
hypodermic doses of picric acid in watery solution 
ranging from 1 to 2c.cm. of 1 per cent solution and 
from 0.05 to 1 c.cm. of 5 per cent solution. No 
ill effects except slight shock due to the peritoneal 
irritation were noted. 

At the expiration of six weeks laparotomies were 
performed under anesthesia upon these four animals. 
No adhesions were found and all the organs appeared 
perfectly normal. The preparation for the opera- 
tions consisted merely of the application of 5 per cent 
alcoholic picric acid solution to the skin. The 
operator’s hands were not washed, but were dipped 
in the picric solution. The intestines were allowed 
to pretrude freely onto the abdominal wall and were 
subjected to rough handling with dry gauze. The 
wounds were then sutured. 

All four guinea pigs made an excellent recovery. 
One died at the end of six weeks from abortion. All 
were subjected to postmortem examination; nothing 
abnormal was found. The conclusion seemed justified 
that, at least in guinea pigs, picric acid in rather large 
amounts does not tend to cause peritoneal adhesions. 

The penetrating power of picric acid is practically 
that of iodine. Skin scrapings were made after the 
use of the 5 per cent picric acid solution in over 
thirty operative wounds. Of the 27 cases in which 
the final result was obtained 16 were reported sterile 
throughout, while 11 gave bacterial growths of 
various kinds as follows: staphylococcus albus, 5; 
staphylococcus albus and diphtheroids, 1; bacillus 
subtilis, 3; a gram-positive bacillus, 2. 

In the author’s opinion the chief value of picric 
acid lies, not in its germicidal power, but in its 


tanning qualities. He believes the bacteria are 
mechanically caught and held in the thick pellicle 
of tanned skin which develops after the use of the 
acid. This holds them enmeshed until the wound is 
sealed. The condition of the lips of the wound at 
the end of operation is markedly different from that 
noted after the use of iodine. Iodine is largely gone, 
into the wound and onto the towels, sponges, etc., 
but practically all of the picric acid remains, how- 
ever protracted the operation. 

Picric acid is ideal as a skin application preceding 
operation in that it never irritates and it remains 
in the skin for a long period of time. Its only draw- 
back is its rather startling color which may annoy 
sensitive patients when exposed surfaces are stained. 
Farr’s results compare favorably with those ob- 
tained with the older methods of skin preparation. 

G. W. Hocurein. 


Gretsel: Metal Foil in Operative Surgery (Metall- 
folien in der praktischen Chirurgie). Deutsche med. 
Wcehnschr., 1920, xlvi, 1391. 


The metal foils — tinfoil and the cheaper alumi- 
num foil— are of value to cover wound surfaces. 
From raw wounds they can be easily and painlessly 
lifted off as granulation tissue does not adhere to 
them. In cases of profuse discharge they rupture so 
that the dressings lying above are able to absorb the 
discharge and do not adhere to the wound. Soiling 
of the wound by the surrounding skin is impossible 
because the overlapping foil adheres to the skin. 
The wound surface appears fresh and shiny. 

Before it is applied, the foil is dipped in 1 per cent 
saproten or lysol solution and rinsed with normal 
salt solution. The advantages of its use are: pain- 
less changing of dressings even in the most sensitive 
regions; shortening of the healing time by one- 
quarter to one-third; and minimal scar formation 
because the irritation of the wound is slight. Free 
transplants and flaps healed remarkably well. Foil 
drains are well adapted to the treatment of deep 
wounds as they produce no pressure. In abdominal 
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surgery zinc foil has proved of value to cover the 
operative field. Being a slow conductor of heat, it 
prevents the cooling of the abdominal cavity and 
keeps it from drying out. It reflects the light well 
and consequently the operative field is better illumi- 
nated. WorrMann (Z). 


Spaeth, E. B.: The Correction of Scar Tissue De- 
formities by Epithelial Grafts: Report of Five 
Cases. Arch. Surg., 1921, ii, 176. 


Spaeth reports 5 cases in which scar tissue de- 
formities were corrected by means of epithelial 
grafts. The first patient was a male, aged 23, who 
was admitted to the hospital April 18, 1920. The 
left eye showed a complete ectropion of the upper 
lid from loss of all tissue due to a third-degree burn 
causing scar-tissue contraction. The palpebral 
conjunctiva was deeply ulcerated and in addition 
there was ulceration of the corneal conjunctiva, 
i.e, keratitis and lagophthalmia. The third-degree 
burn was due to the explosion of a gasoline torch 
which occurred four months previously. Vision in 
the right eye was 20/200, amblyopia ex anopsia, and 
in the left eye, 20/40. 

Under local anzsthesia induced with procaine 
0.5 per cent and epinephrin 1:25,000, an incision was 
made in the upper lid, and the lid margin allowed 
to drop to its normal level. The edges of the incision 
were undermined with great care to prevent any 
destruction of the remaining fibers of the levator 
palpebr and its nerve supply. The ulcerated area 
in the palpebral conjunctiva was completely excised 
and a very thin and small pedicled flap from the edge 
of the incision was turned in to cover the raw area. 
A Thiersch graft was then cut from the inner aspect 
of the arm under procaine anesthesia and wrapped 
with its epidermal surface inside around a gutta- 
percha mold. The gutta-percha had been sterilized 
by boiling and was softened with hot water in order 
to mold it to fit the cavity formed by the dissection. 
The mold with the graft was then sutured in place 
and the operative field dressed with warm salt 
solution for the first twenty-four hours. Thereafter 
dry dressings were used. At the end of six days the 
sutures were removed, the line of incision was re- 
opened, the mold was removed, and the pedicle of 
the flap to the palpebral conjunctiva was resected. 
Immediately following the removal of the mold the 
condition was overcorrected at least 50 per cent. 
Massage and the contraction which always occurs in 
Thiersch graft outlays soon brought the lid to the 
normal size and position. One month later, two 
small free grafts about 114 in. in length and 14 in. 
in width were excised from the occipital scalp and 
placed in the supra-orbital region to replace the loss 
of the eyebrow. A very satisfactory result was 
obtained. 

The second patient was a male, aged 29. There 
was a marked deformity and a decrease in the size 
of the concha due to scar-tissue contraction with loss 
of substance. The eye condition was a bilateral 
ectropion of both the upper and lower lids. There 


was also a defect of the skin over the bridge of 
the nose. The cause was a third-degree burn due 
to the explosion of a phosphorus grenade. 

A pedicled flap from the forehead was used to 
repair the deformed skin over the bridge of the nose. 
The ear was restored by means of pedicled flaps 
from the neck and cartilage implants from the 
seventh costal cartilage. The eye condition was 
treated as in Case 1. The result was satisfactory. 

The third patient was a male, aged 21. Examina- 
tion disclosed traumatic enucleation of the left eye 
with almost entire absence of a conjunctival sac which 
had been replaced by an unhealthy mass of granula- 
tions. There was some entropion of both the upper 
and lower lids. The granulations and superficial in- 
fection cleared up under treatment with silver nitrate 
and dressings of surgical solution of chlorinated soda. 
Under general anesthesia a deep incision was made 
posterior to the upper and lower lids following the 
normal conjunctival cul-de-sac. A sterile gutta- 
percha mold was fitted and wrapped with a Thiersch 
graft. The entire cavity of the socket was freely 
curetted, and the mold with the graft placed in 
position. The lid margins were freshened by excision 
of a very thin line of tissue and were then sutured 
together. Six days later the mold was removed and 
a glass ocular prosthesis was inserted. 

The fourth patient, a male aged 27, showed a 
traumatic enucleation of the right eye with loss of 
bony tissue from the outer inferior edge of the supra- 
orbital area. The bony defect was 1 in. long and 
14 in. wide. The skin over this area was adherent 
to the site of the bony defect, drawing the upper lid 
upward and outward. The upper lid was fixed, mak- 
ing all motion impossible and preventing the reten- 
tion within the socket of an ocular prosthesis. Under 
procaine and epinephrin anesthesia a skin incision 
was made below the supra-orbital margin, and by 
undercutting, complete release of the upper lid was 
obtained. A mold of sterile gutta-percha was fitted, 
wrapped with a Thiersch graft from the arm, and 
sutured into the cavity made by the dissection. The 
operation was satisfactory insofar as it furnished 
sufficient skin to relax the epidermal defect. One 
month later, under general anesthesia, the bony 
defect was corrected with a cartilage implant. The 
cartilage was obtained from the seventh costal 
cartilage and was cut slightly oversize. The bony 
defect was filled in and the skin applied smoothly. 
The lid was entirely relaxed. With the addition of a 
small canthoplasty which is to be performed at an 
early date, the socket will be in proper condition for 
the fitting of a glass eye. 

The fifth patient, a male aged 19, showed a 
traumatic enucleation of the left eve with an ectro- 
pion and contraction of the upper left lid upward and 
outward. The cause of the deformity was a loss of 
soft tissue and a greatly contracted scar adherent 
to the outer edge of the supra-orbital region. Under 
procaine and epinephrin anesthesia a horizontal 
incision was made through the center of the scar. 
By undercutting, complete relaxation was obtained 
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above and below the incision. A sterile mold of gutta- 
percha was fitted slightly oversize, wrapped with a 
Thiersch graft, and sutured into the cavity. The 
result was entirely satisfactory. 

The author emphasizes the fact that the cavity 
must be made much larger than might be thought 
necessary as it will undoubtedly shrink. All scar 
tissue must be released. In working on the lids, 
the undercutting should be close to the under- 
surface of the skin to save every fiber of muscle 
tissue possible. Spaeth found that from six to eight 
days is sufficiently long for the mold to remain in 
the cavity. If it is not removed by that time it is 
almost certain to break out through the line of 
sutures, and the result is a ragged, puckered, uneven 
Thiersch graft and skin junction. One half of 1 per 
cent procaine with epinephrin 1:25,000 is the 
anesthetic of choice both for the dissection and for 
the cutting of the graft. Thiersch grafts should be 
cut as thin as possible. G. W. Hocurein. 


Whitham, J. D.: Plastic Repair of Soft Tissue In- 
juries of the Face. Mil. Surgeon, 1921, xlviii, 65. 


The face is by far the most favorable part of the 
body for plastic operations because of its vas- 
cularity. 

In the early treatment of face injuries the surgeon 
must be on the lookout for the following com- 
plications: hamorrhage, cellulitis, oedema of the 
larynx, dysphagia, and lung infections. Painstaking 
removal of all dirt and foreign bodies by washing and 
the use of forceps is necessary, and whenever in- 
fection is present Dakin’s solution should be em- 
ployed. Primary suture is usually advisable except 
in extensive war wounds. 

After wounds have healed over, ample time must 
elapse, especially in cases of war wounds, before the 
late and final operations are begun. During this 
period much can be accomplished by massage, i.e., 
punching, pinching, and rubbing the parts. Radio- 
therapy is useful to soften extensive scars. Operation 
should be postponed until scar contraction has ceased, 
the nutrition of the parts has improved sufficiently, 
and it is evident that no infection is latent in the 
wound. 

Scars are usually treated by excision, the incisions 
being extended into healthy skin on either side. The 
author has found dermol a most satisfactory suture 
material. He uses interrupted stitches placed with 
ophthalmic needles. When there is no tension on the 
wound edges he removes half the stitches on the 
second day and the remainder on the fourth day. 

Extensive scars of the face may be treated by ex- 
cision and covering the denuded area with sliding 
flaps from adjacent areas or pedicled grafts from the 
skin. Large Krause-Wolf grafts may not take when 
used on the movable parts of the face, but can be 
applied to the forehead and nose. Depressed scars 
may be improved by careful excision, undercutting 
the skin edges, and turning into the depression small 
nedicled subcutaneous fat flaps obtained from the 
neighborhood of the wound. 
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Free fat is very useful in many cases of depressed 
scars. It is most readily obtained from the sub- 
cutaneous tissue of the abdomen. 

Cartilage is sometimes of value in the obliteration 
of depressions in the face, especially about the 
forehead, the eyelids, the nose, and the malar and 
zygomatic regions. 

There are three methods of reconstructing the nose: 
first, the Indian method, in which a flap is taken 
from the forehead and brought down on a pedicle; 
second, the French method, in which the loss is re- 
placed by undercutting and sliding adjacent skin; 
and third, the Italian method, in which a flap is 
taken from some other part of the body. 

The best method of performing a complete 
rhinoplasty is believed to be a modification of the 
Keegan operation which is performed as follows: 

Three pieces of costal cartilage are obtained from 
the patient, one measuring about 2% by % by 3% in., 
and two pieces each measuring about 1 by 34 by 4 
in. These are implanted beneath the skin of the 
forehead and cheek. After six to eight weeks, if the 
cartilages have not undergone absorption, the 
rhinoplasty is performed. Quadrilateral flaps are cut 
on each side and above the nasal orifice. These are 
turned in with cartilages attached to form the 
supports, and the skin edges are sutured so that the 
lining is made complete. A large forehead flap is 
then cut exactly to pattern and brought down to 
form a covering for the nose. An _ extension 
must be made at the tip of this flap to form 
the new columna nasi. This is sutured to a cor- 
responding flap which is cut on the upper lip and 
turned up to meet it. The forehead defect is then 
closed as far as possible by undercutting the scalp, 
suturing the edges, and stitching into place a tightly 
fitting Krause-Wolf graft. A good result depends on 
obtaining a good, non-shrinkable skin lining and on 
the formation of a solid tripod of cartilage for the 
support of the nose. Following the operation large 
rubber tubes are inserted into each nostril. These are 
replaced later by especially made intranasal con- 
formers attached to an upper encapping dental 
splint. After four weeks the pedicled flap may be 
returned to the forehead, and after six weeks the 
retouching operations may be begun. 

A completely destroyed eyelid is so difficult to 
restore satisfactorily that the long series of opera- 
tions necessary is often not justifiable. Eyelids are 
best restored by means of temporal or supra- 
orbital flaps. These must be made over-large as the 
shrinkage is great. 

Eyebrows have been successfully replaced by free 
grafts. The scalp just behind the mastoid is very 
suitable for this purpose. In certain cases the hairs 
of the uninjured eyebrow have been carefully combed 
into upper and lower halves, and one of these halves 
has been removed and sutured as a free graft to 
replace the lost eyebrow. 

Before attempting the reconstruction of a lip it is 
essential that the bony substructure, if lost, should be 
replaced by prosthesis as it is only in this way that an 
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extreme degree of shrinkage and a very poor result 
can be avoided. 

In repairing cheek defects the use of pedicled 
flaps is a last resort and necessary only in cases of 
extensive loss. In these cases, as in cases of eyelid or 
nose reconstruction, the provision of an adequate 
lining of skin or mucous membrane is of the greatest 
importance. This is best obtained by the inversion of 
neighboring skin. Marcaret I. MALONEY. 


ANZSTHESIA 


Gwathmey, J. T.: Synergistic Colonic Analgesia. 
J. Am. M. Ass., 1921, \xxvi, 222. 


In 1913 Gwathmey presented in collaboration 
with Wallace the results of experiments on animals 
with regard to the colonic administration of oil and 
ether for the induction of anesthesia. Since then 
he has introduced another element into colonic 
anesthesia which will render expert supervision 
unnecessary. This element, which is being tested 
clinically at the Presbyterian Hospital, New York, 
is termed ‘“‘synergistic analgesia.”” By ‘“‘synergism”’ 
is meant the reciprocal augmentation of the action 
of one drug by that of another. 

At the Presbyterian Hospital it has been definitely 
determined that the addition of a small amount of 
magnesium sulphate to the usual hypodermic of 
morphine increases the value of the hypodermic 
from 50 to 100 per cent. The author has converted 
colonic anesthesia into synergistic colonic analgesia 
by taking advantage of this fact. In other words, 
he proposes to obtain complete brain block by 
using much smaller amounts of ether than were 
employed heretofore and adding to the effect of the 
ether the synergistic effects of the combined mor- 
phine and magnesium sulphate. A patient under 
synergistic colon anesthesia will not be in a third- 
stage anesthesia, but will be unconscious. The 
danger of obstruction of the airway by the relaxed 
tongue will be eliminated, and as the patient will 
be separated from danger by the second and third 
stages of anesthesia, expert supervision will be 
unnecessary. 

The clinical results at the Presbyterian Hospital 
showed that: 

1. General analgesia could not be obtained by 
means of morphine and magnesium sulphate alone. 

2. With three hypodermic injections, each of 18 
gr. of morphine and 2 c.cm. of magnesium sulphate, 
supplemented by nitrous oxide and oxygen—a much 
higher percentage of oxygen being used than usual— 
an analgesic state with unconsciousness and com- 
plete relaxation is secured which entirely eliminates 
the necessity for ether. 

3. Morphine, whenever indicated, may be given 
in a 25 per cent sterilized solution of chemically 
pure magnesium sulphate. This procedure in- 


creases the value of the morphine from 50 to 100 
per cent. 

Three definite facts were established as a result 
of animal experiments and clinical observations: 
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1. When magnesium sulphate (from 1 to 2 c.cm.) 
is used with morphine (from '% to 34 gr.) instead 
of plain water and is given by hypodermic in- 
jection, the value of the morphine is increased from 
50 to 100 per cent. That is, one hypodermic in- 
jection will do the work of from two to four. 

2. Magnesium sulphate (from 6 to 15 c.cm.) 
given by hypodermic injection two hours before 
an operation, followed by morphine sulphate 
(from 1/12 to 34 gr.) given hypodermically one hour 
before the operation, and supplemented by nitrous 
oxide and oxygen (the oxygen being employed in a 
much higher percentage than usual) gives a safer 
and better relaxation than when ether is used. 

3. Analgesia with consciousness is induced 
oftener by colonic anesthesia than by other methods 
of administering any of the general anesthetics. 

M. I. MAtoney. 


Crotti, A.: The Anesthesia Problem in Goiter 
Surgery — General Considerations. Am. J. 
Surg., 1921, xxxv, Anws. Supp., 2. 

Crotti states that many surgeons believe that a 
well-handled general anesthesia is less apt to be 
followed by severe consequences than local anesthe- 
sia; that, in fact, during local anesthesia the 
psychic:emotions and shock may be just as marked 
as during general anesthesia and the consequences 
may be equally disastrous. Certainly real harm 
may be done by the mental strain and physical suf- 
fering sustained by the patient during an operation 
performed while he is conscious. When a local 
anesthetic is used the operation must be done very 
slowly, much time being lost in encouraging the 
patient; hence the probability of surgical shock is 
increased. Furthermore, a painless operation is not 
always so easily obtained and the results following 
local anesthesia are certainly no better than those 
following general anesthesia. For these reasons il 
is evident why many surgeons prefer general anes- 
thesia. The choice between the two forms, how- 
ever, seems to be rather a matter of the personal 
equation than anything else. 

The dangers connected with general anesthesia 
may be eliminated to a great extent by certain rules. 
In order to prevent respiratory and cardiac collapse 
the anesthetic used should be very pure and should 
be given slowly and with extreme care, the patient 
being allowed to inhale sufficient air or oxygen with 
it. Excitability should be decreased by a prelimi- 
nary dose of morphine, or better, pantopon and 
scopolamine. Theoretically, the use of atropine 
would be ideal as this drug suppresses at the same 
time the risk of cardiac collapse. Unfortunately, 
however, a sufficient dose of atropine to be effective 
would be too toxic. In smaller doses atropine is of 
value to decrease the secretions of the bucco- 
pharynx and trachea. 

In cases of large and old goiter, tracheal deforma- 
tions, dyspnoea and spells of suffocation, chronic con- 
gestion of the entire respiratory tract, myocarditis 
and arhythmia, general anesthesia is contra-indi- 
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cated. For persons with exophthalmic goiter who 
are profoundly toxic and have functional insuffi- 
ciency of the myocardium, kidneys, or liver any 
form of anesthesia must be regarded as dangerous. 
When a patient with exophthalmic goiter is still a 
safe surgical risk, however, general anesthesia care- 
fully induced and carefully watched is the method of 
choice. 

In goiter surgery the secret of success is to know 
how to proportion the surgical act to the patient's 
condition. Too often failures and misfortunes are 
charged to the anesthetic when their sole cause was 
a lack of judgment and experience on the part of the 
surgeon and an injudiciously performed operation 
in which either the right thing was done at the 
wrong time or the wrong thing was done at the right 
time. IsABELLA C. HERB. 


Blair, V. P.: 
Surgery from the Surgeon’s Viewpoint. 
J. Surg., 1921, xxxv, Anes. Supp., 5. 


The Anesthesia Problem in Goiter 
Am. 


In Blair’s opinion the operator’s temperament and 
technique have in general a much stronger bearing 
on his choice of anaesthetic than the chemical pro- 
perties or physiologic reactions of the anesthetic 
agents, and this holds true with regard to local 
anesthesia as compared with general anesthesia. 

The similarity of results obtained by different 
men who, with large experience, restrict themselves 
to a certain type of anesthesia does not mean that 
there can be no element in the particular case per- 
taining to the choice of the anwsthetic, but rather 
that the proper correlation of the anesthetic with 
the technique is of vastly more importance than 
the type of anesthetic agent employed. Unless he 
has been trained in a clinic where a definite plan has 
been perfected, the operator who is building up a 
thyroidectomy experience is not apt to feel that he 
will best conserve his patients’ interests and his own 
energies by accepting any particular anesthetic as 
routine until he has at least attempted to analyze 
the factors bearing upon the use of each. His 
conclusions will be influenced by his temperament, 
operative skill, environment, and preliminary train- 
ing. It is probable that the same differences of 
opinion will prevail among the future authorities 
as among the present leaders unless a predominating 
factor, which we do not yet recognize as such, 
imperatively demands the unification of plan. 

In spite of the special factors entering into thy- 
roidectomy Blair concludes that, on the whole, the 
outcome must be largely influenced by the same 
factors which control the outcome in other types of 
operation. In his own city, at least, the deaths 
occurring during nitrous oxide-oxygen anesthesia 
have been in such preponderance ever those occur- 
ring under ether that he is prejudiced in favor of 
ether. His experience causes him to use lecal 
anesthesia on goiter patients who are very ill either 
from intoxication or degeneration in essential organs. 
For simple cases and cases of mild intoxication he 
uses ether. IsABELLA C. HERB. 
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Allen, C. W.: Thyroidectomy under Local Anzs- 
thesia. Am. J. Surg., 1921, xxxv, Anes. Supp., 12. 
Allen prefers local anesthesia in all cases of the 
colloid and exophthalmic types of goiter. Large 
size of the goiter is not a contra-indication for if 
the case can be operated upon at all, it can be 
operated upon more safely under local anesthesia. 
The infiltration technique is described as follows: 

The patient is prepared with a light meal and a 
hypodermic of 14 gr. of morphine and 1/150 gr. of 
scopolamine one hour beforehand. A small intra- 
dermal wheal is then produced with a fine needle 
in the center of the neck in the center of the gland. 
For the induction of the deeper anesthesia a syringe 
of a capacity of 5 c.cm. and a fine needle about 4 
in. long with a short, sharply beveled point are used. 
The needle is inserted through the intradermal wheal 
and passed down to the deep fascia with the object 
of getting beneath the platysma muscle, the known 
position of the branches of the superficialis colli 
nerve. In this position its point is turned outward 
and slightly upward toward the superior pole of 
the thyroid gland and then slowly passed out- 
ward, the anesthetic solution being injected as it is 
advanced, 

The amount of the anesthetic solution. used 
depends upon the size of the gland. If the thyroid 
is as large as a small grapefruit, 5 c.cm. will be 
sufficient. If it is necessary to refill the syringe it is 
detached, the needle being left in situ so that an 
additional puncture is avoided. After one side of 
the neck has been injected the needle is withdrawn 
sufficiently to direct its point in the opposite direc- 
tion and the other side of the neck is similarly 
injected. The long needle is then withdrawn and a 
small syringe and a fine needle are used to produce 
an intradermal line of anesthesia along the proposed 
course of the skin incision. The deep injection is 
made first so that it has time to diffuse while the 
skin is being injected. 

The tissues are incised the entire length of the 
field down through the platysma, but if preferred, 
the skin only may be divided and dissected up the 
platysma and deep fascia being divided on a different 
level. The first incision having been made down to 
the sternohyoid muscle, the superficial tissues are 
dissected up so that the field is exposed. The long 
needle and large syringe are now used again. The 
needle is passed down under the sternohyoid and 
sternothyroid muscles into the tissues above the 
superior pole in the direction from which come the 
fibers from the descendens hypoglossi. The anzs- 
thetic is injected continuously as the needle is being 
gently and gradually advanced until a point is 
reached about 1% in. above the superior pole. At 
this point about 5 c.cm. are injected on each side. 

In making injections in the direction of any large 
vessel the needle should always be inserted very 
gently and should be stopped if any resistance is 
felt. It is well also to aspirate at short intervals by 
withdrawing the piston of the syringe slightly; 
if a vessel has been entered blood will appear in the 
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syringe. This accident will not occur if the tech- 
nique is correct. If it does occur, no damage will 
result if the needle is of the proper kind and has 
been handled gently. The muscles overlying the 
gland are now separated in the midline and are 
either retracted or divided as necessary, the surface 
of the gland being freely exposed. 

The outer margin of the gland is raised from its 
bed by slight traction and rolled toward the mid- 
line. A finger is then insinuated beneath its margin 
to aid further in its elevation. This finger feels out 
the carotid vessels which lie beneath so that they are 
recognized below and on the outer side of the finger 
tip. In this position the long needle is passed over 
the tip of the finger and between it and the gland, 
and the tissues under the gland are lightly injected. 
The opposite side is treated in the same way. An 
additional injection is then made on each side of the 


HEAD 


Hanson, A. M.: A Report of a Series of 44 Cranio- 
Cerebral Injuries Operated upon in the Zone of 
Advance with the A. E. F. Mil. Surgeon, 1921, 
xlviii, 30. 

In every case of head injury the head was com- 
pletely shaved. Two skiagraphs were then taken. 
An attempt was made to note the depth of an 
intracranial foreign body. The patient was given 
34 gr. of morphine hypodermically. At the operat- 
ing table the scalp was washed with soap and 
sterile water and carefully wiped off with alcohol. 

Under local anesthesia a suitable incision was 
made. In cases requiring suboccipital exploration 
or decompression the wound was excised down to 
the skull. Three incisions were then made to the 
excised wound in such a way as to facilitate the ap- 
proximation of all edges. Rat-tooth forceps were 
placed in the edges of the cut superficial fascia at 
intervals of 14 in. and bound together by a strip of 
sterile gauze passed through the handles and 
fastened to a sterile sheet. In this way they were 
made to serve also as retractors. Trepanation of the 
skull followed with removal of a block of bone, 
triangular, quadrangular, or pentagonal, as the 
case might be. Three, four, or five holes were then 
drilled and cutting was done between them with a 
DeVilbiss forceps. 

In the frontal and occipital regions where the skull 
is thick and dense and the defect was small, the 
opening in the skull was enlarged by the use of 
rongeurs in order to leave as small a defect as pos- 
sible. The wound was then thoroughly swabbed 
with alcohol, the surgeon’s gloves were changed, and 
sterile towels were fastened to the lower layer of the 
scalp with a few linen sutures. This having been 
done, a soft-nosed rubber catheter was passed 
through the laceration in the dura to locate pieces 
of in-driven bone and other foreign bodies. These 
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trachea just above the isthmus to reach the nerve 
branches coming forward in contact with the 
cricoid cartilage. If the gland is very large, addition- 
al injections may be necessary just below the in- 
ferior pole. 

An essential in this operation as in all others done 
under local anesthesia is a thorough knowledge of 
the nerve supply. The solution used to induce 
anesthesia is of secondary consequence provided 
it is an efficient and safe local anesthetic. Allen 
prefers 0.5 per cent novocaine in 0.4 per cent salt 
solution, with about 5 drops of adrenalin solution 
(1:1,000) to each ounce provided not over 4 oz. are 
used. If more is necessary, the quantity of adrenalin 
should be decreased. The cardiovascular stimu- 
lation of adrenalin is dangerous in exophthalmic 
goiter and should be reduced to the minimum. 

IsABELLA C. HERB. 


HEAD AND NECK 


were removed with a delicate forceps. To remove 
pulped brain and débris the patient was requested 
to cough and the track was irrigated through the 
catheter with warm sterile saline solution as the 
foreign bodies were located. When the track was 
clean, a small amount of pure ethyl alcohol was 
injected on the withdrawal of the catheter. The 
dura was left open so that a decompression opening 
remained. The wound was then again swabbed 
out with alcohol and the scalp closed in layers. 
When the shell fragment or bullet was near 
the surface opposite the wound of entrance, either 
occipital or frontal, or in the opposite hemisphere, 
an osteoplastic flap was turned down and a search 
was made for the foreign body with a telephone 
probe, with care to avoid the live areas. This 
telephone probe consisted of an ordinary telephone 
receiver with a cartridge shell attached to one wire 
and a 14-in. silver probe attached to the other wire. 
With care that the metallic cartridge shell did not 
come in contact with metal fillings in the teeth, it 
was placed in the patient’s mouth. When the probe 
came in contact with a bullet with its casing intact 
or a fragment of steel a sound like a faint sputtering 
of overcharged electricity was elicited. When the 
dura was turned down over a portion of brain with 
a foreign body near the surface, oedema was always 
found, and sometimes subdural hemorrhage or 
clot. Cerebral and meningeal vessels which were 
bleeding were ligated with fine silk. When infection 
was present and the meninges were greatly thick- 
ened, meningeal hemorrhage was controlled by 
applying small silver clips. On the completion of 
the operation it was sometimes found that the 
cedematous brain, which extruded as soon as the 
dura was opened, rendered suture of the dura im- 
possible. In these cases the bone flap was replaced 
and the scalp sutured in layers. When a cerebral 
hernia was present it was cut away during the 
first stage of the operation. 
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Injuries to the sinuses were plugged with muscle 
graft, if small, and covered with a piece of peri- 
cranium turned inside out, if large. In this manner 
the hemorrhage was controlled completely if the 
graft was gently kept in place for a minute or two. 

The author gives a brief history of each of the 44 
cases observed. His conclusions are: 

1. All head injuries should be considered serious 
until proved otherwise by exposing the skull. 

2. The first stage of the operation is the dirty 
stage, and all instruments used about a sciled wound 
and in performing trepanation of the skull should be 
discarded, the wound wiped out with alcohol, and 
the operator’s gloves changed. 

3. The track should be painstakingly cleansed 
and all foreign bodies removed if possible. Pure 
ethyl alcohol in the track does not increase oedema, 
sterilizes the track as effectively as any other 
antiseptic, and leaves no residue. 

4. The dura should not be closed as an opening 
should be left on account of the oedema which is 
always present and to serve as an outlet for any 
possible subsequent infection. 

5. Osteoplastic flaps turned down counter to the 
wound of entrance for the removal of a foreign body 
are justifiable, even though the dura cannot be 
closed because of oedema. 

6. Débridement of the skull (simply enlarging the 
hole in the skull with rongeurs) should be done in 
the frontal or subcccipital regions where the bone is 
thick and it is desired that the skull defect shall 
be minimal. If the injury is situated over a sinus, 
however, trepanation should always be done so as to 
expose the sinus completely. 

7. In large egg-shell fractures of the skull an 
effort should be made to cleanse the track in the 
brain, if any. Extradural bone fragments, however, 
should not be removed or disturbed. A conserva- 
tive débridement cf the soft parts should be 
done and followed by suture. If infection is present 
a small rubber drain should be used. 

M. I. MALoney. 


Thoma, K. H.: A Contribution to the Knowledge 
of Cysts of the Jaws. Boston M. & S. J., 1920, 
clxxxiii, 730. 

Thoma reports that two types of cysts of the jaws 
may be distinguished, one originating from the 
dental follicle and called ‘follicular cysts” and 
the other resulting from an infection at the root 
end of a tooth and called ‘“‘ radicular cysts.” 

The follicular cyst is caused by abnormal develop- 
ment of a tooth follicle during the developmental 
stage of the tooth. It occurs most frequently in 
connection with a misplaced unerupted or super- 
numerary tooth. It may develop from the enamel 
organ when a tooth is not formed. If the cyst 
contains a tooth it is called a ‘“‘dentigerous 
cyst.” 

The radicular cyst is of inflammatory infectious 
origin and forms at the apex of a tooth. 

M. N. FEDERSPIEL. 
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Pemberton, J. De J.: The Surgery of Substernal and 
Intrathoracic Goiters. Arch. Surg., 1921, ii, 1 


The author distinguishes substernal and intra- 
thoracic goiters, applying the latter term only to thy- 
roid growths of which the major portion lies within 
the thoracic cavity. All other tumors of the thyroid 
whose inferior projection extends from 1.25 cm. to 7.5 
cm. below the sternum and is equivalent to less than 
half the growth are classed as substernal goiters. 

Several causative factors in the production of 
intrathoracic and substernal goiter are discussed; 
namely, the pressure exerted by the depressor mus- 
cles of the hyoid and the sternomastoid, the manner 
of attachment of the inferior thyroid artery, a 
relatively loose attachment of the inferior half of 
the lobe, and the influence of thoracic movement in 
breathing. Downward through the intrathoracic 
inlet is the path of least resistance for the enlarge- 
ment of a tumor originating in the lower pole of the 
lobe. The intrathoracic portion may be firmly 
fixed so that the movement of the cervical portion 
with the trachea may result in almost complete 
separation of the two parts. 

Between January 1, 1917, and June 6, 1920, 4,006 
thyroidectomies were performed in the Mayo Clinic 
for simple colloid and adenomatous goiters. Thir- 
teen and one-half per cent of these were substernal 
and 0.6 per cent were classified as intrathoracic. 
The average duration of the goiter was 18.5 years 
and the average age of the patients, 46.11 years. 
Sex does not play an important réle in the incidence 
of substernal goiter, although between the fifteenth 
and twenty-fifth years of age males are affected 
relatively more frequently than females. Malignant 
disease of the thyroid occurred in only 7 cases. The 
symptoms from which the patients sought relief 
varied from deformity of the neck to symptoms 
associated with hyperthyroidism or pressure of the 
tumor on the neighboring structures. The intensity 
of the symptoms due to substernal goiter depends 
on the localization as well as the size of the tumor. 
Pain is practically never present except when the 
tumor is malignant. 

The diagnosis can usually be made by palpation. 
In some cases percussion may reveal dullness. As the 
shadow of a small retrosternal goiter may not be dis- 
cerned in the roentgenogram, the final pre-operative 
diagnosis rests on the fluoroscopic examination. 

Local anesthesia should be used for all patients 
with large substernal goiters as well as those with 
obstructive dyspnea. The operative technique 
described by Judd was used in the cases reviewed and 
is well illustrated in this article by drawings. Tra- 
cheal obstruction may occur during the operation ot 
after an interval of several hours. Postoperative 
hemorrhage, which is not an uncommon complica- 
tion after thyroidectomy, usually occurs early within 
the first six hours. Paralysis of the vocal cords oc-, 
curs in only a small percentage of cases. Temporary 
tetany developed in only 6 cases. Direct injury to 
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Diagrams to show how recurrent laryngeal nerve may 
be caught in the ligature by twisting the forceps. 


the recurrent laryngeal nerve may be due to stretch- 
ing or severing the nerve, or to crushing or compress- 
ing it with the forceps or in the suture (see figure). 
Indirect injury may be due to swelling or scarring of 
adjacent tissues. Air embolism is emphasized as a 
possible complication, but no cases of this type were 
seen in this series. G. S. Foutps. 


Rendleman, W. H., and Marker, J. I.: A Case of 
Tuberculosis Primary in the Thyroid. J. Am. 
M. Ass., 1921, Ixxvi, 306. 


In reporting this case as tuberculosis primary in 
the thyroid the authors are aware that their diagno- 


sis will be doubted. No previous diagnosis of tuber- * 


culosis had been made in this case even though the 
early history was suspicious. 

The authors’ patient, a girl of 22, consulted them 
January 19, 1920, because of enlargement of the 
neck. Her history was negative except that she had 
had several attacks of tonsillitis and a discharging 
sinus had formed over the thyroid during her tenth 
year of age and healed after draining for a year. 
About two years later the sinus again discharged and 
continued to do so until she was 15, when it again 
healed and gave no further trouble. The present 


CHEST WALL AND BREAST 
Hodge, E. B.: Empyema in Children. Arch. Pediat., 
1921, XXXxviii, 18. 


Experimental surgery on animals has shown that 
the mediastinal tissues offer little support against 
changes of pressure in the normal chest. In the ab- 
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illness began with gradual enlargement of the thy- 
roid about nine months before the authors saw the 
patient. There were no symptoms of hypothy- 
roidism or hyperthyroidism, and the condition 
appeared to be a simple goiter. There was slight 
difficulty in swallowing on account of the pressure 
of the tumor. The patient was troubled with fre- 
quency of urination during the day and urinated 
twice each night. There was no periodic change in 
the thyroid with the menstrual period. 

On physical examination no tremors and no ex- 
ophthalmos or other eye signs of hyperthyroid func- 
tion were noted. The urine was negative as regards 
sugar, albumin, and urobilinogen. The Wasser- 
mann test also was negative. A basal metabolism 
test, made later at the Mayo Clinic, was found on two 
occasions to be —18 and — 24 per cent. 

In February the gland was removed. Microscopic 
examination revealed diffuse tuberculosis. 

After operation-the neck again increased in size 
until the circumference was as great as before the 
intervention. From March 23 to June 1 four massive 
doses of deep roentgen-ray treatment were given with 
the result that the size of the neck became normal. 

The patient then developed the clinical signs of 
myxcedema, becoming dull mentally and answering 
questions slowly. In September the basal meta- 
bolism was — 23 percent. Accordingly 1 gr. of thy- 
roid extract was administered three times a day for 
four days. At the end of this time the metabolism 
was —6.3 per cent and —8.4 per cent on successive 
days. The dosage of thyroid extract was then in- 
creased slightly, with the result that the basal meta- 
bolism reading rose to +10 per cent. Two grains 
of thyroid extract were then given every other morn- 
ing. At the end of a month the basal metabolism 
was +6 per cent, the pulse was 66 per minute, and 
the patient was feeling well and seemed more nor- 
mal to her family than she had for the last nine 
months. Her weight dropped from 142 to 123! 
lb. With the idea of giving her rather too little 
thyroid than too much, 1 gr. doses were then ad- 
ministered every third morning. At the time this 
article was written the patient was in good condition. 

This case is interesting because of the comparative 
rarity of tuberculosis primary in the thyroid. The 
decrease of approximately 20 per cent in the basal 
metabolic rate both before and after operation and 
treatment is interpreted as showing practically en- 
tire absence of thyroid tissue in the gland at the 
time of the first examination. |G. W. HocureIn. 


THE CHEST 


sence of adhesions, the effects of positive intra- 
pleural pressure on one side are almost as marked on 
the other side. To a certain degree this is true in the 
human subject, particularly in the child whose 
mediastinal tissues are more delicate. This has al- 
ways been one of the drawbacks to intrathoracic 
surgery and has been met in recent years by the in- 
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troduction of the various forms of negative and 
positive pressure apparatus. 

The presence or absence of adhesions has a most 
important bearing on both the diagnosis and the 
treatment of empyema. As a result of the study of 
large numbers of cases of empyema in the training 
camps during the influenza epidemic, the significance 
of the bacteriology of the condition as regards the 
prognosis and treatment has become much clearer. 
A large proportion of these cases were due to the 
hemolytic streptococcus. The prognosis is most 
favorable in the pneumococcus type of empyema 
and least favorable in the streptococcus type. Both 
smears and cultures should be made of the fluid as 
often the condition is a mixed infection and not 
infrequently one type of micro-organism has died 
out and can be detected only in the smear. 

Pleurisy is probably present over every large con- 
solidated area in bronchopneumonia. Small effu- 
sions are common but large effusions are rare. 
Empyema is found in both bronchopneumonia and 
lobar pneumonia, but more frequently in the latter. 
Nine-tenths of the cases of empyema in children are 
associated with or follow pneumonia or pleuro- 
pneumonia, and the other one-tenth are due to acute 
infectious diseases, pyemia, and suppurative foci 
elsewhere than in the lungs. 

Children under 2 years of age are affected most 
frequently by the pneumoccocus type of empyema. 
The left side is involved in three-fifths of the cases. 
The condition is bilateral in 3 per cent of the cases 
and is especially apt to involve both sides in infants. 
The younger the child with pneumonia the greater 


the probability that empyema will be a complication. 
Localized or sacculated empyema is common but 


interlobar empyema is rare. The fluid in the 
streptococcus type is thinner and as a rule adhesions 
are absent. In the pneumoccocus form adhesions are 
common, the pleure are thickened, and masses of 
fibrin are frequently present. The lung does not 
float, but if adhesions do not prevent, it is surround- 
ed on all sides and compressed. As a result of this 
compression there are three types of recovery follow- 
ing empyema: (1) practically complete recovery; 
(2) limitation of expansion and recession of the chest 
wall because of the presence of very firm adhesions; 
(3) same as (2), plus low-grade interstitial pneumonia. 

In children, empyema is a very serious com- 
plication. The mortality rate varies with the type of 
infection and the character and stage of the epidemic. 

In the diagnosis the most reliable signs are flat- 
ness, feeble breathing, and heart displacement. 
Auscultation cannot be relied upon in the cases of 
children. Absence of tactile fremitus is often signifi- 
cant. The findings of the aspirating needle are de- 
cisive. The X-ray is helpful in demonstrating the 
location and extent of the fluid, but does not sup- 
plant the exploring needle. 

Unresolved pneumonia is difficult to diagnose. 
There is dullness over one lobe and rales or friction 
sounds may be heard but there is never any cardiac 
displacement. 
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In cases of long-continued illness or wasting 
there is a possibility that chronic empyema may 
develop. 

In treating the streptococcus type of empyema 
early rib resection or intercostal incision may cause 
too sudden and decided a change in the intra- 
thoracic pressure. The aim should be to limit the 
extent of the open pneumothorax. Aspiration has 
not been successful as a curative measure and is 
used merely to relieve pressure and dyspnoea and to 
tide the patient over until adhesions’ have formed 
and his general condition is improved. 

Intercostal incision is the operation most general- 
ly applicable to the cases of children and is often 
preceded by aspiration for temporary relief. 

Formerly irrigation was never used in cases of 
acute empyema, but today flushing with sodium 
hypochlorite solution is common, and the use of the 
Carrel-Dakin technique has been found of benefit. 

Rib resection is reserved chiefly for cases in which 
intercostal incision has proved inadequate and for 
old cases with sinus or rib necrosis. Both intercostal 
incision and rib resection can be done under local 
anesthesia. General anesthesia is necessary, 
however, when adhesions must be broken up or the 
patient shows evidences of fright. 

Exercises to expand the lung should be begun as 
early as possible to supplement the operative 
measures. The author believes that more lives would 
be saved and mutilating operations for collapse of 
the chest wall would be almost entirely avoided if 
the scheme of graduated operative treatment were 
employed. 

To offset the weakening effect of the profuse dis- 
charge in empyema the food intake should be raised. 

Marcaret I. MALoney. 


Handley, W. S.: Lines of Advance in the Surgery 
of Breast Cancer. Brit. M. J., 1921, i, 37. 


Statistical study of the results of operations for 
cancer of the breast resulted in advances which 
culminated in the Halsted operation. This operation 
was for many years the best surgical eradication 
of mammary cancer. Granting that statistics give an 
idea regarding the value of a certain operation, it 
must be remembered that the possible variations in 
operative methods are infinite in number. 

Stiles showed that cancerous lymphatics are 
widely diffused through the breast. He emphasized 
the necessity for wide removal of pectoral fascia 
and deprecated the removal of an unnecessary 
amount of skin. The operation suggested by him 
and practiced by Cheyne was much superior to 
that of Halsted. However, as Stiles studied only 
excised breasts he was unable to reach a correct 
conception of the manner in which the cancer 
spread. By postmortem examinations the author 
demonstrated the centrifugal spread of mammary 
cancer in the fascial lymphatic plexus and de- 
tected with the microscope its growing edge at 
points far removed from the breast. The only 
explanation fitting these facts is the now generally 
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accepted theory of permeation rather than the em- 
bolic theory of dissemination. 

A criterion is thus provided for judging any sug- 
gested operation for mammary cancer. Technical 
variations must conform to the following con- 
ditions: 

1. The primary growth from which centrifugal 
extension begins must always be the center of the 
area of operation. 

2. A circular area of skin 4 or 5 in. in diameter 
and centered on the primary growth requires 
removal. 

3. A circular area of deep fascia 10 or 12 in. in 
diameter and centered on the primary growth must 
be ablated. 

4. The remeval of deep fascia in the epigastric 
region is often too limited. A portion of the ante- 
rior sheath of the rectus should be removed to 
prevent extension of the growth into the peritoneal 
cavity. 

The subclavian glands may be involved before 
the lower axillary glands on account of the occasional 
presence of a lymphatic trunk which passes from 
the mammary region through the pectoralis major. 
Recurrence presents as a deep lump below the middle 
of the clavicle and is sometimes apparently adherent 
to the bone. This type of recurrence is frequently 
seen by surgeons who do not dissect the axilla to its 
extreme apex. Operations are inadequate in which 
only a portion of the breast is removed for cancer 
or the axillary dissection is not made. Routine 
pathologic examination of every supposedly inno- 
cent tumor removed from the breast should never 
be omitted. 

In the cases reviewed operation was not refused 
in any instance in which it was deemed possible to 
prolong the patient’s life or make the end of her 
life more comfortable. Forty-eight per cent of the 
author’s patients who could be traced were free 
from recurrence for three years. Recurrence in the 
scar and skin have been reduced te a low percentage. 
Isolated axillary recurrence or recurrence in the 
region of the subclavian glands has not been seen. 
Intrathoracic and hepatic recurrence was found in 
some cases, but the majority of recurrences were 
located in the supraclavicular and intercostal regions. 
The infrequency of local recurrence justifies the 
principles of the operation. The recurrences take 
place beyond the range of operation, either in the 
anterior mediastinal or the supraclavicular glands 
and, less often, in the viscera. These structures 
may have been invaded at the time of the original 
operation. 

Recovery resulted in 6 cases in which the primary 
operation was extended to include exploration of 
the anterior mediastinum. In 2 cases the glands 
were found to be involved. One of these patients 
had widespread internal recurrence in six months, 
but the other was free from recurrence more than 
a vear after operation. 

Recurrence in the posterior triangle is seen just 
above the clavicle and below the posterior belly 


of the omohyoid muscle. In the earlier stages of 
recurrence in this region the treatment is operative, 
but the operation must be thorough and systematic. 
If the cells have infiltrated the gland capsule and 
have passed into the surrounding tissues, operative 
treatment is futile. Radium is of value before 
operation in these cases as it reduces the risk 
of the implantation of cancer cells on the raw sur- 
faces. 

Surgery has been supplemented for many years 
by postoperative X-ray therapy. It is now known 
that cancer cells can be killed by adequate radiation 
and it is therefore hoped that any remaining groups 
of cancer cells will be destroyed. 

It would be preferable to immunize the patient 
against his own cancer. Animal experimentation 
with mouse carcinoma and rat sarcoma has given 
some hope in this direction. Brief mention is made 
of the use of radium as a supplementary aid to sur- 
gery in mammary cancer. In addition to its de- 
structive action on carcinoma cells it seems to have 
a special anodyne effect in some cases. Thirteen 
cases are cited in which the beneficial use of radium 
for postoperative recurrence was demonstrated. 

Modification of the primary operation to include 
the supraclavicular and anterior mediastinal glands 
was rejected in 1919. Since then, radium has been 
employed in some cases at the time of operation as 
a prophylactic measure; tubes are placed at the 
inner ends of the first, second, and third intercostal 
spaces, the attached thread being brought out 
through the operative incision. Another tube may 
be placed underneath the skin and deep fascia in 
the lower and inner angle of the posterior triangle. 

Open-air treatment is urged for its prophylactic 
value against recurrence and for the treatment of the 
chronic varieties of inoperable cancer. 

MERLE R. Hoon 


TRACHEA AND LUNGS 


Lemon, W. S.: Abscess of the Lung. Canadian M. 
Ass. J., 1920, X, 1079. 


Fifty of 81 consecutive cases of pulmonary ab- 
scess observed in the Mayo Clinic were the result 
of a primary lung infection, such as pneumonia, 
a cold, grippe, pleurisy, asthma, measles, etc.; 17 
were the result of operations about the mouth, 
nose, and throat; in 2 cases the abscess was due to 
septicemia caused by trauma to the lung or its 
protecting wall; in 5 cases the condition followed an 
intra-abdominal operation; and in 12 cases no 
cause was determined. 

The etiological factors in the 16 cases in which 
operation was performed in 1919 in the Mayo Clinic 
(Hedblom) were pneumonia, 4; grippe, 1; operations 
for tooth extraction, 3; tonsillectomy done else- 
where under general anesthesia, 2; gastro-enteros- 
tomy for ulcer, 1; trauma followed by pneumonia, 1; 
and unknown, 4. 

Two main groups are encountered: cases of 
primary lung inflammation, and cases of abscess 


due either to the entrance of septic emboli into the 
circulation at the site of operation or to direct 
aspiration of infected material. The latter event 
occurs usually in comatose or anesthetized patients. 
Since abscess due to inspiration of foreign material 
during operation is preventable, care should be 
taken in the administration of the anesthetic and 
with regard to the patient’s position while he is 
unconscious. 

In Lemon’s series of cases the abscess was located 
15 times in the upper lobes, 45 times in the lower 
lobes, and 8 times in the middle lobe. The right 
side was affected almost twice as often as the left. 
Abscess due to operation occurs as a rule in the 
upper lobes, but if all causes are considered, three 
times as many abscesses are encountered in the 
lower lobes. Abscess occurs predominately in males 
between the ages of 25 and 55; the youngest patient 
was 9 and the oldest 66. There were 70 males and 11 
females in this series. 

Symptoms complained of at the time of examina- 
tion were dyspnoea in 10 cases, pain in the chest in 
24, cough and profuse, foul-smelling sputum in 
62, foul odor of breath in 6, intermittent fever in 16, 
hemoptysis in 24, and progressive loss of weight 
and strength in 58. 

The physical examination is less reliable than a 
well-taken history because: (1) there is nothing to 
distinguish the condition from a pneumonic lung 
unless the abscess is empty or superficial, and (2) 
if fluid is present in the pleural cavity, the physical 
signs are obscured by those of empyema. Roentgen- 
ray evidence is invaluable in the diagnosis, especially 
in cases of aspiration, but some difficulty may be 
encountered in the X-ray diagnosis of abscess of the 
lower lobe when fluid or pleural thickening is present. 
Empyema is the most common complication of 
abscess; hemorrhage, cerebral abscess, amyloidosis, 
and pyemia occur, but are infrequent. The dif- 
ferentiation of abscess and tuberculosis, bronchi- 
ectasis, and gangrene is often exceedingly difficult 
and depends on a careful study of the anamnesis, 
sputum, and X-ray evidence. 

The treatment demands the co-operation of the 
internist and surgeon since recovery depends on the 
establishment of drainage either by natural or 
surgical measures. Acute multiple abscesses cannot 
drain and always cause death. Aspiration ab- 
scesses, regardless of their size, may drain through 
the bronchus, cicatrize, and become obliterated. 
Medical treatment consists of forced feeding, rest, 
sunshine, open air, and alkalinization. When no 
further improvement can be effected, or if retro- 
gression occurs, operation is advisable. Of the 16 
patients operated on by Hedblom in 1g19, 3 died, 
a mortality of 18.7 per cent. Norris and Landis 
give the mortality of cases operated upon as 25 
per cent and of cases not operated upon as 50 per 
cent. In Walker’s series the mortality in cases of 
acute abscess treated medically was 54 per cent 
while in those treated surgically, it was 25 per cent. 
A. C. JoHNSON. 
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HEART AND VASCULAR SYSTEM 


Moure, P., and Soupault, R.: Wound of the Heart; 
Suture and Recovery (Plaie du coeur; suture; 
guérison). Presse méd., Par., 1921, xxix, 95. 


The authors operated upon a man 48 years of age 
who, half an hour previously, had been stabbed in 
the precardial region. The sternum was divided by 
a median vertical incision extending from the base 
of the xiphoid appendix to the third costal cartilage. 
Transverse incisions were then made at the two 
extremities of the vertical incision, one passing 
through the second, and the other through the sixth 
space, and the flap so formed was turned back 
toward the left. 

The pleural cavity having been already opened 
by the stab wound, a progressive but harmless 
pneumothorax had developed. A hemothorax of 
from 200 to 300 c.cm., and a hemopericardium of 
about 150 c.cm. were cleared. In the heart wall, 
just to the right of the intraventricular septum, a 
small linear wound about 1 cm. long was found. 
Two catgut sutures were immediately placed in this 
opening in spite of a jet of blood about 20 cm. in 
height which occurred at each systole. The Rever- 
din curved needle was used without bringing the 
heart to the surface of the body. Perfect haemostasis 
was obtained. The heart and the anterior surface 
of the left lung were then explored. The precardium 
was closed with U-sutures of catgut, the sternocostal 
flap replaced, and the external wound entirely closed 
except that provision was made for superficial drain- 
age. The operation consumed thirty-five minutes. 
Physiological salt solution, camphorated oil, and 
morphine were administered. Anesthesia was in- 
duced with ether. 

At the end of the operation the pulse was 104. 
Postoperatively seropurulent fluid collected in the 
anterior pleural space outside and beneath the 
pericardium and drained externally through a fis- 
tula. This condition was remedied by an operation 
under general anesthesia and the patient then made 
a normal recovery, leaving the hospital two months 
later and being at once able to resume an arduous 
occupation. W. A. BRENNAN. 


PHARYNX AND GSOPHAGUS 


Bevan, A. D.: Diverticula of the (Esophagus. J. 
Am. M. Ass., 1921, Ixxvi, 285. 

Pulsion diverticula of the oesophagus, like inguinal 
herniz, always occur at exactly the same point. 
They present themselves at the junction of the 
cesophagus and the pharynx in the median line 
posteriorly. At this point there is a triangular area 
where the oblique muscles of the pharynx and the 
transverse circular muscles of the oesophagus meet, 
leaving a small area covered simply with a sub- 
cutaneous layer. Whena diverticulum develops, it 
is probable that there is more than the usual normal 
weakness at this point, probably a congenital ab- 
sence of muscle fiber over a large area, which permits 
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a pushing out of the mucosa and submucosa in the 
process of deglutition so that with this impulse ap- 
plied to the weak area during swallowing a pouch 
of mucous membrane and submucosa is forced out 
through the small triangular defect. The neck of 
the pouch always remains comparatively small. 
The pouch itself may reach a size sufficient to hold 
12 OZ. or even more. 

Traction diverticula may occur at any point, 
especially within the thorax, and asa rule are caused 
by cicatricial contraction of some old inflammatory 
process which draws the wall of the oesophagus out- 
ward and forms a more or less funnel-shaped diverti- 
culum. 

Many of the small pulsion diverticula are of little 
importance, being associated merely with slight 
irritation in swallowing and occasionally slight re- 
gurgitation, and producing no great amount of dis- 
comfort and no serious effect on the health. Di- 
verticula of larger size, however, may become a 
serious menace and in some cases may prove fatal. 

In cases of small diverticula causing little distress 
and no impairment of the general health operation 
may be safely delayed if the patient so desires until 
the symptoms become more annoying. On the 
other hand, because of the fact that these small 
diverticula can be cured so safely and readily, the 
author believes that good judgment would dictate 
an operation unless there is some special contra- 
indication such as the patient’s age or an organic 
lesion. 

Bevan has devised a plan of operation which has 
for its purpose the obliteration of the diverticulum 
with the minimum danger of leakage. He performs 
all such operations under local anesthesia induced 
with o.5 per cent procaine or apothesine solution in 
distilled water with 1:200,000 epinephrin. The in- 
cision is made usually on the left side. The tissues 
on the inner side of the left sternocleidomastoid 
from the hyoid bone down to the sternum are 
thoroughly infiltrated. The skin and superficial 
fascia are then divided for a distance of 5 or 6 in. 
along the inner border of the sternocleidomastoid. 
The sternocleidomastoid then being drawn to the 
outer side with retractors, the deep cervical fascia 
is divided parallel with the external incision, and the 
great vessels of the neck, the internal jugular and 
carotid, and the pneumogastric nerve are drawn to 
the outer side. The thyroid gland, the sternohyoid, 
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and the sternothyroid are drawn to the inner side. 
At the base of the wound the inferior thyroid artery 
is frequently found to interfere with the free ex- 
posure of the diverticulum. It then must be doubly 
ligated and divided between ligatures. In most of 
the author’s cases he has found that the diverticulum 
lies in some loose areolar tissue and that it can be 
readily pulled into view. Dissecting forceps without 
teeth should be used and in drawing the diverticulum 
from its bed care is necessary to avoid rupturing its 
coats. If the diverticulum is small, that is to say, 
from 2 to 2!4 in. long and not more than 1 in. across, 
it may be readily handled by invaginating it into 
the cesophagus with three purse-string sutures as a 
diverticulum of this size invaginated into the cesoph- 
agus is not harmful. When the diverticulum is 
large, one-half of it should be invaginated into the 
other half with three pursestring sutures of black 
silk or Pagenstecher linen and obliterated by six or 
eight longitudinal sutures running parallel with its 
long axis. In some cases a large diverticulum may 
be crushed at its center with a pair of heavy 
forceps, tied with a silk ligature, and the portion 
distal to the ligature cut off with the electric 
cautery. The remaining portion may then be in- 
vaginated into the cesophagus with three purse-string 
sutures. 

The subsequent steps in the operation consist 
simply in inserting a soft rubber tube containing a 
strand of iodoform gauze leading from the center 
of the wound in the cesophagus to the middle of the 
external incision and closing the rest of the wound. 
The soft rubber drain should be removed at the 
end of forty-eight hours. 

The patient is fed through a No. 14 American 
catheter introduced into the oesophagus three times 
a day. Swallowing should not be allowed until 
wound healing is complete — about ten days. 

Three points especially to be emphasized regard- 
ing the ordinary handling of these cases are: (1) 
in the extremely rare case in which the patient is so 
reduced by starvation that he has little or no resist- 
ing power, a gastrostomy should be done so that he 
may be fed and his condition improved before the 
operation on the diverticulum is undertaken; (2) 
the importance of local anesthesia; (3) the impor- 
tance of a technique such as has been described, 
which will prevent the risks of leakage and infection. 

C. W. Hocurein. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Newbolt, G. P.: The Radical Cure of Femoral Her- 
nia by the Inguinal Route. Bri!. M.J.. 1921, i, 
15. 

In the author’s opinion femoral hernia should be 
operated on by the inguinal route rather than 
through the saphenous opening as when the former 
is used there is greater likelihood of permanent 


cure, the intestine can readily be examined and 
resected jf necessary, and abnormal vessels are 
avoided. 

Operation by the inguinal route is more difficult 
than operation through the falciform ligament. 
It is generally easier to perform on females than on 
males as in males the cord obstructs. The passage 
of the needle when Cooper’s ligament is sutured to 
the conjoined tendon is troublesome, especially when 
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the patient is stout. The conjoined tendon should 
be sutured to the posterior border of the ring. 
A. J. ScHot, Jr. 


Beneke, R., and Lorenz, A.: A Case of Complete 
Duodenojejunal Hernia (Retroperitonealis 
Treitzii) (Kin Fall von Hernia duodenojejunalis 
sin. [retroperitonealis Treitzii] completa). Deutsche 
Ztschr. f. Chir., 1920, clx, 1. 


The hernia was found at autopsy in the body of 
a man 45 years of age who had died of nephritis. 
The autopsy report is given in detail. The sac 
consisted of peritoneum of the duodenojejunalis 
fossa and contained the entire small bowel from the 
duodenum to the cecum. 

According to Broesicke, a true Treitz hernia is 
characterized by the jollowing points: 

1. The mesenteric vein and left colic artery pass 
for a longer or shorter distance in the anterior or 
upper free border of the hernial aperture. 

2. The hernia pushes itself either into the trans- 
verse mesocolon or the descending mesocolon. 

3. The hernial sac therefore consists of only one 
layer where it overlies the retroperitoneal organs 
and of two layers in every other region. The hernia 
does not produce clinical symptoms. Pikin states 
that of ot cases of hernia duodenojejunalis or para- 
jejunalis described, 17 came to operation. Of these, 
only 3 were diagnosed previously. Koerst (7). 


GASTRO-INTESTINAL TRACT 


Georgesco, G.: Pyloric Exclusion by a Modification 
of the Biondi Method (L’exclusion du pylore par 
le procédé de Biondi modifié). Presse méd., Par., 
1921, XXix, 75. 

Exclusion of the pylorus may be done either by 
complete section or by stricturing the sphincter by 
a plastic operation or the application of a close liga- 
ture on the serosa. To combine the advantages of 
both methods the author has recently employed in 
three cases of pyloric ulcer the method of Biondi 
slightly modified. 

In Biondi’s method the pyloric circulation is 
interrupted by section of the dissected mucosa. 
The modification of this procedure consists in crush- 
ing and ligating the mucosa which is sectioned by 
the thermocautery to prevent infection of the 
operative field. When pyloric exclusion is indicated 
after gastro-enterostomy the seromuscular tissue 
is sectioned from a point 1 cm. from the lesser 
curvature to a point 1 cm. from the greater curva- 
ture. The edges of the seromuscular wound are 
dissected from the subjacent mucosa to some extent 
from one side to the other and this dissection is con- 
tinued with curved scissors toward the two edges of 
the organ. As the mucosa is often altered and fri- 
able, the dissection is facilitated by introducing a 
spatula between the mucosa and musculature of the 
posterior wall. 

When the mucosa has been completely dissected 
around, it is stretched over the spatula, crushed by 


a crushing forceps, tied with two threads, and sec- 
tioned with the thermocautery between the ligatures. 
The transverse seromuscular incision is converted 
into a longitudinal incision as in the Heincke- 
Mikulicz operation and inverted with the aid of a 
thread which approximates the two extremities of 
the wound. The seromuscular sutures are buried 
under Lembert seroserous sutures. The lumen of 
the organ is then completely obliterated. 

One of the chief advantages of this technique is 
its strict asepsis. The mucosa is not opened at any 
time, and as the serous and muscular sutures are 
placed under strictly aseptic conditions, they have 
no tendency to rupture, a frequent complication 
when the wall is completely sectioned. 

W. A. BRENNAN. 


Miller, T. G.: Polypoid Carcincma of the Stomach; 
Report of a Case Diagnosed as Primary Perni- 
cious Anemia Eighteen Months before Death. 
J. Am. M. Ass., 1921, Ixxvi. 2209. 


This case of carcinoma of the stomach is presented 
because of the unusual clinical picture which was 
noted for eighteen months before the patient’s 
death and which, after careful study by competent 
clinicians, led to a diagnosis of primary pernicious 
anemia. 

The patient, a male 31 years of age, was admitted 
to the hospital November 12, 1919, complaining 
chiefly of pain in the upper abdomen. In May, 1018, 
he had been treated at the Army Base Hospital at 
Camp Meade, Md., for weakness and sleepiness 
which had developed in the course of two or three 
weeks. At that time his red blood cells numbered 
1,000,000 and his hemoglobin was 4o per cent. A 
diagnosis of pernicious anemia was made and he 
was given five blood transfusions of about 300 c.cm. 
each. His condition improved and a few months 
later he was discharged from the hospital and from 
the army still showing signs of improvement. 

In September, 1919, he noted that he was losing 
weight. On October 20 he consulted a physician, 
who ordered starvation for sixty hours to be followed 
by a milk diet. On the second day of this diet a 
sharp pain began in the left upper abdominal quad- 
rant just under the costal margin. This persisted 
except when it was relieved by opiates. It showed 
no relation to the ingestion of food. There had 
been no nausea, vomiting, or gaseous eructations. 

When the patient was admitted to the hospital 
for the second time a mass was palpated below the 
right costal margin just to the right of the xiphoid. 
This mass moved with respiration, and when the 
patient turned on his left side it dropped to the left, 
apparently riding over the abdominal aorta. When 
the epigastrium was observed closely, peristaltic 
waves were seen traveling from left to right across 
the stomach area toward the mass. As these waves 
reached the median line a distinct squirt was noted 
with the stethoscope. 

The blood examination revealed 4,800,000 red 
cells, 7,400 white cells, and 82 per cent hemoglobin. 
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The Ewald test meal showed no free hydrochloric 
acid and a total acidity of 10. The findings of the 
roentgenological examination were as follows: 

Six hours after an opaque meal the stomach 
showed an almost complete residue. It was moder- 
ately dilated, vertical, and low. The greater curva- 
ture was about 3 in. below the umbilicus. There 
was very marked hyperperistalsis with deep seg- 
menting waves. ‘The waves reached the pylorus 
without interference. In the portion of the greater 
curvature which was lowest when the patient was 
prone, a large, clear area about the size of a silver 
dollar was noted which seemed to indicate a mass 
within the stomach. The outline of the stomach 
was regular in this area. The duodenum showed a 
constant filling defect strongly suggesting duodenal 
ulcer. 

The conclusion was drawn that the patient had a 
gastric neoplasm involving the most dependent por- 
tion of the greater curvature, and that the palpable 
epigastric mass was probably of the same nature, in- 
volved the duodenum, and was the cause of the con- 
stant filling defect noted by the roentgenologist. 
An enlarged mass in the neck was considered to be 
a glandular metastasis from the gastric lesion. 

On November 22,1919, the patient was operated 
on by Deaver. An incurable malignant condition 
was discovered. Following the operation the patient 
grew steadily weaker and died December 12. 
Autopsy was not permitted. 

The interesting features in this case are: 

1. The occurrence eighteen months before death 
of an anemia of such a degree as to suggest that it 
was of the primary pernicious type and probably 
dependent on hemorrhage from a primary benign 
lesion. 

2. The probability that the malignant change 
was secondary to a benign adenoma. 

3. The polypoid nature of the tumor, without 
gross evidence of involvement of the deeper struc- 
tures of the wall, and yet with unquestionable 
metastasis. MAarcaret I. MALONEY. 


Collins, A. N.: Peritonitis and Intestinal Intuba- 
tion. Minnesota Med., 1921, iv, 9. 


Clinical signs of intestinal obstruction are present 
in cases of well-defined diffuse peritonitis. and death 
may be expected unless this condition is relieved. 
The mortality following peritonitis is notoriously 
high. Death in such cases has been ascribed to 
various causes including: (1) mechanical stasis and 
toxemia, (2) incompetency of the ileocecal valve 
and reflux of colonic contents, (3) stenosis of the 
ileocecal valve preventing passage of intestinal 
contents, (4) obstructive conditions of the sigmoid, 
and (5) perverted secretion of the mucosa. 

Intubation for intestinal drainage was first in- 
troduced in England by Paul in 1891 and in the 
United Siates by Mixter in 1895. Both writers 
advocated the use of a glass tube. Lund in 1903 
recommended ileostomy and recorded five cases with 
four recoveries. Cooney in 1919 suggested the 
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introduction of a catheter through the appendix 
stump and reported twenty recoveries in twenty-two 
cases so treated. The author treated two patients by 
this method; the first recovered, but the second died. 
At autopsy in the second case it was found that the 
tube was in correct position without leakage and the 
colon was collapsed, but the small intestines were 
a and contained a large quantity of liquid 
zeces. 

The author has devised a tube and a procedure for 
its use following the idea of Cooney. Quarter-inch 
perforations are cut in a non-collapsible rubber tube 
'4 in. in diameter at intervals of about 1 in. This 
tube is then passed through the amputated stump 
of the appendix and ileocecal valve until the last 
perforation is within the cecum. The tube is 
anchored with a pursestring suture and the cecum 
is attached to the anterior abdominal wall, the 
omentum being interposed between the gut and the 
peritoneum. Peritoneal drainage is obtained through 
the opposite angle of the wound. A small catheter 
may be passed through the intestinal tube for the 
injection of irrigants or nourishment. After the 
removal of the tube the sleeve of the appendix 
stump collapses and healing takes place readily. 

MERLE R. Hoon. 


Froome: A Rare Case of Ileus Following Gastro- 
Enterostomy (Ueber cine seltene Form von Ileus 
nach Gastroenterostomiz). Zentralbl. f. Chir., 1920, 
xlvii, 1505. 

After gastro-enterostomy a loop of bowel may 
slip through the ring formed by bringing the smali 
bowel to the stomach. In such cases a sort of in- 
ternal hernia results. Following a posterior gastro- 
enterostomy this hernia is bounded posteriorly by 
the parietal peritoneum, above by the mesocolon, 
and anteriorly and below by the loop of bowel and 
its mesentery, while following anterior gastro-enter- 
ostomy it is bounded posteriorly by the parietal 
peritoneum, posteriorly and above by the mesocolon 
and transverse colon with the greater omentum, and 
anteriorly by the loops of small intestine and their 
mesentery. 

The author reports a fatal case of hernia of this 
kind following posterior gastro-enterostomy and dis- 
cusses 22 similar cases reported in the literature. 
Among the latter the obstruction occurred only 4 
times following an anterior gastro-enterostomy. 
The obstruction developing after posterior gastro- 
enterostomy is formed in one of two ways; either 
the efferent loop of small intestine advances through 
the ring so far that it becomes kinked at the site 
of anastomosis without strangulation at the hernial 
outlet or some other loop of bowel passes through 
the artificially formed ring and is strangulated. To 
prevent this complication the author sutures the 
ligament of Treitz to the loop of the bowel used 
in the anastomosis of posterior gastro-enterostomy 
or sutures the afferent loop of bowel to the posterior 
peritoneum to close the ring. 

FLESCH-THEBESIUS (Z). 
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Goebel: A Common Ileocolic Mesentery as a Cause 
of the Hirschsprung Syndrome (Mesenterium 
commune ileocolicum als Ursache eines Hirsch- 
sprungschen Symptomenkomplexes). Arch. f. 
Kinderh., 1920, \xviii, 221. 

The patient, a 7-months-old child, was observed 
for five months. The abdomen was distended 
like a balloon, and occasionally a moderately severe 
spasm of the bowel in the region of the right 
hypochondrium was noted. There was a large and 
easily replaceable scrotal hernia on each side and 
hypospadia urethralis scrotalis. The bowel action 
was very good; never any constipation. A small- 
caliber stomach sound could be introduced for a 
distance of 88 cm. This caused the evacuation of a 
considerable amount of gas which decreased the size 
of the abdomen from 47 to 41 cm. Occasionally the 
sound became obstructed 15 cm. deep in the left 
hernial sac, but after reposition of the hernia could 
be advanced further. When the hernia was reduced 
a large amount of gas was evacuated. The left 
hernia, therefore, constituted an obstruction to the 
passage of gas. Prolapse of the rectum was greatest 
(14 cm.) when the left hernia was replaced. The 
resulting explosive evacuation of gas was due to the 
correction of a kink in the sigmoid. 

The condition was well demonstrated by X-ray 
pictures made with the sound in situ. The sigmoid 
flexure was large and very freely movable. The en- 
tire colon, including the cecum, ascending colon, 
and transverse colon lay completely to the left. The 
mesocolon of the ascending colon was therefore 
abnormally long. 

At autopsy it was found that the small and large 
bowels had a common mesentery as far as the splenic 
flexure. The ascending mesocolon was 7 cm. in 
length. The ascending colon was longer than nor- 
mal and formed an S-shaped loop which was moder- 
ately dilated. There was gradually increasing 
dilatation to the middle of the transverse colon and 
then a narrow portion for a distance of 4 cm. The 
left half of the transverse colon formed a loop. 
The splenic flexure was fixed in its normal position. 
The descending colon was contracted and fixed. The 
sigmoid flexure, which was not dilated, completely 
filled the sac of the left scrotal hernia and had a 
long mesentery. The mesentery of the small bowel 
was abnormally long. There was torsion of 180 
degrees but no circulatory disturbance. A _horse- 
shoe kidney was found. 

The cause of the entire syndrome was the mal- 
formation of the mesentery. This was associated 
with malformations of the urogenital system; there- 
fore the bilateral herniz# were malformations of the 
peritoneum. In the entire German literature, with 
perhaps 2 exceptions, there is no suggestion that 
malformations of the mesentery may be a cause of 
Hirschsprung’s disease. Navarro explains Hirsch- 
sprung’s disease as an anomaly of development due 
to insufficient rotation of the large bowel. This 
theory is confirmed by the findings during the sixth 
month of embryonic life. The author believes that 
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in most cases, exclusive of those with spasm, 
Hirschsprung’s disease is due entirely to an arrest 
in the development of the mesentery resulting in 
a more or less completely developed mesenterium 
for both the ileum and the colon. 

WortMAnn (Z). 


Frank, L.: Intussusception of the Colon Caused 
by an Anatomical Defect; A Case Report. Am. 
J. Surg., 1921, XXXv, 12. 


Frank reports the case of a child, 2 years and 9 
months of age, who was brought to him on May 10, 
1919, with the diagnosis of intussusception. He 
immediately opened the abdomen and found the 
entire cecum and ascending colon invaginated into 
the remaining portion of the large intestine and pre- 
senting at the anal outlet. 

The invagination was easily reduced. It was then 
noted that the entire ascending colon and cecum 
were “hanging loose’ within the abdominal cavity 
and that there was tremendous engorgement of the 
mesenteric vessels of the ileum and of the ascending 
colon. 

After the operation the child presented no further 
symptoms referable to the abdomen. 

The feature worthy of note in this case was that 
the entire cecum, the ascending colon, and part of 
the transverse colon were freely intraperitoneal. 
This was not due to stretching of the normal at- 
tachments, but represented an anatomical defect of 
congenital origin. When the large intestine was 
lifted from the abdominal cavity it was noted that 
the lower part of the ascending colon and cecum 
had no mesenteric attachment. 

After reduction of the intussusception it was found 
that the entire small intestine occupied the upper 
right abdominal quadrant, and that the descending . 
colon, the transverse colon, the cecum, and the 
ascending colon had gravitated to the lower part 
of the abdominal cavity. The anatomical defect 
was overcome by anchoring these structures in their 
proper positions. This procedure left underneath 
two fosse through which herniation is possible. It 
is presumed the anomaly was the cause of the intus- 
susception. I. MALONEY. 


Duval, P., and Roux, C.: Stasis in the Ascending 
Colon and Its Surgical Treatment (La stase 
stercorale caeco-ascendante et son traitement chirur- 
gical). Arch. d. mal. de l'appar. digest., 1920, X, 705. 


Retention of faces in the ascending colon is asso- 
ciated with general disturbances due to the intoxica- 
tion and sometimes the infection of the organism. 
Retention in the descending colon, which is the 
most common type of constipation, is purely 
mechanical. 

From the surgical standpoint the authors dis- 
tinguish the following pathologic conditions in the 
ascending colon: (1) mobile caecum, the defective 
coalescence being confined to the lower half or third 
of the ascending colon; (2) mobility of the ascend- 
ing colon exten’ing as far as, and including, the 
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hepatic angle and associated with membranous 
pericolitis; (3) slight mobility of the ascending colon 
associated with severe pericolitis; (4) mucous coli- 
tis; and (5) parietal colitis. 

These conditions are due to congenital malforma- 
tions which favor stasis because of the abnormal 
mobility of the colon and pericolic membrane. The 
mobility reacts on the membrane whicn in turn re- 
acts upon the colon, and the consequent colitis and 
pericolitis lead to the formation of adhesions and 
infection of the bowel walls. 

Constipation in the ascending colon has three 
marked symptoms: pain in the lower right ab- 
domen; diarrhoeic constipation; and disturbances 
of the general condition due to chronic intoxication 
or some infectious process. Combinations of these 
were observed in all the cases studied by the authors. 

Medical treatment is of no value except in mild 
cases. The functional disability can be overcome 
only by surgical procedures. In the authors’ 
opinion colectomy should be reserved for cases in 
which the bowel wall is definitely altered and cases 
of chronic segmental parietal colitis. When the wall 
is not altered and only the mucosa is inflamed, con- 
servative methods will establish correct evacuation. 

As the cause of the type of stasis under discussion 
may be abnormal mobility of either a part or all of 
the ascending colon, or pericolitis, or both, the opera- 
tive treatment varies with the case. Colon mobility 
is treated by colon fixation while strangulation due 
to the pericolic membrane may be overcome by the 
removal of this membrane and a plastic procedure 
to prevent its recurrence. Colon mobility asso- 
ciated with atresia due to pericolitis can be treated 
only by a combination of both methods. 

In colon fixation the authors have demonstrated 
the value and permanence of fixation of the cecum 
to the posterior abdominal wall. They are not so sure 
regarding the merit of fixation to the anterior wall. 

In the removal of the pericolic membrane the 

authors have not found oil injections or similar 
methods of any value in preventing the formation 
of new adhesions. They have obtained excellent 
results, however, from the use of omental grafts. 
These results, both experimental and operative, 
have persisted for more than a year and have been 
verified by means of the X-ray. 
_ The article is concluded with a discussion of the 
applicability of different surgical procedures to the 
various surgical lesions of the ascending colon. In 
mucous colitis permanent drainage of the inflated 
and infected colon is imperative. Cacosigmoidos- 
tomy, which drains the colon at its lowest point, is 
the operation of choice. 

Attention is directed also to the necessity for 
postoperative medical and dietetic treatment. 

W. A. BRENNAN. 


Van Hook, W.: Colon Injury in Nephrectomy. 
N. York M.J., 1921, cxiii, 23. 


The author’s patient presented herself with 
chronic and acute intestinal obstruction. Because 
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of the severe abdominal distension and general 
toxemia a cecal fistula was made to give temporary 
relief. Two years previously, following the removal 
of the left kidney, a fecal fistula developed. When 
patent, this fistula gave relief from discomfort, but 
when it became closed great distress was caused by 
bowel distention. 

After the patient recovered from the intestinal 
obstruction the old nephrectomy wound was opened 
and extended downward. It was then found that 
the splenic flexure was bound down, damaged, and 
occluded. The bowel evidently had been caught in 
the clamp used to compress the kidney stump. 
Since there was no active disease at the site of 
occlusion, nothing was done at the immediate point 
of injury, but the bowel above was joined by anas- 
tomosis to the descending colon below. This pro- 
cedure, colocolostomy, resulted in complete and 
satisfactory re-establishment of the fecal current. 

The author draws the following conclusions: 

1. Injuries of the left colon take place readily 
when left nephrectomy is practised. 

2. Damage so severe as to cause intestinal ob- 
struction, however, must be rare and the result of 
gross carelessness. 

3. In acute intestinal obstruction life may be 
saved as a rule if a fecal fistula is established at the 
cecum for a few days. This tides the patient over 
the toxic period. 

4. Colocolostomy satisfactorily re-establishes the 
fecal current, making it unnecessary to work at the 
site of scar contraction where wound infection from 
the bowel may easily occur. G. W. Hocurern. 


Lane, W. A.: The Hunterian Lecture on Colectomy. 
Lancet, 1921, cc, 207. 

Brief mention is made of the early and late 
effects of chronic intestinal stasis cn the various 
organs of the body. Up to a certain point medical 
treatment may alleviate the degree and effects of 
auto-intoxication. If the symptoms of this condition 
are accentuated by bands, appendiceal inflamma- 
tion, or gastric or duodenal ulcer, surgery must be 
resorted to at once. If surgical treatment of these 
conditions fails the diseased and obstructed colon 
must be removed. 

Among the many diseases which depend directly 
or indirectly on auto-intoxication the following are 
mentioned: rheumatoid arthritis, Still’s disease, 
tuberculosis, Bright’s disease, non-luetic arteritis 
obliterans, Raynaud’s disease, Addison’s disease, 
melancholia, dementia precox, pernicious anemia, 
asthma, angina pectoris, ulcerative colitis, and 
diabetes. Many of these may be benefited by 
colectomy. 

The method of choice is division of the ileum 
several inches from its termination and removal of 
the large bowel, only enough of the colon being left 
to permit a perfect end-to-end anastomosis with the 
end of the ileum. 

The two complications most apt to affect opera- 
tion disadvantageously are obstruction due to 
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inflammatory adhesions and excessive elongation of 
the pelvic colon. The former may be relieved by 
operative interference while the latter may be pre- 
vented by evacuating the residual colon three times 
a day. The chief immediate risks of the operation 
are hemorrhage, damage to the bowel, and shock. 
Shock may be prevented by introducing 6 or 7 pt. 
of saline into the axilla. This should be begun as 
soon as possible after the induction of anesthesia 
is begun. Rotation of the ileum at the time of the 
anastomosis should be avoided as this will result 
in a twist. 

As the bowel wall is flaccid and inert because of 
previous stagnation and consequent atrophy, castor 
oil or phenolsulphonephthalein should be added 
to the paraffin which is administered as soon as 
possible after the operation. Adhesions should be 
prevented by careful peritonization, proper ligation 
of the mesentery and omentum, and early stimula- 
tion of the intestines. Adhesions from previous 
operations may increase the risk and eventually 
become the cause of obstruction. The surgeon 
must act promptly when confronted by this con- 
dition. 

The mortality from colectomy depends on the 
types of patients which the surgeon accepts for 
operation. If he considers the patient’s welfare 
before favorable statistics, he will assume greater 
risks. Mer te R. Hoon. 


Sheen, A. W.: On the End-Results of Colectomies 
for Intestinal Stasis. Brit. M. J., 1921, i, 116. 


The author reports the results of 4 colectomies 
for stasis after a period of five years and ten months. 
One of the patients died. The other 3 showed mark- 
ed improvement which in 2 instances might be 
termed complete. One patient has a ventral hernia; 
i has adhesions due probably to a peritoneal dis- 
turbance bringing latent infection into activity or 
secondary to a parietal infection; and the third has 
occasional diarrhoea due to the removal of the colon. 

Most writers in reporting cases of this type do 
not lay sufficient stress on parietal infections. 
In toxic persons micro-crganisms are present in the 
peritoneal cavity which the peritoneum is abie to 
withstand but the parietes cannct; or the micro- 
organisms in the depths of the parietes are stirred 
into activity by the injury inflicted. The bacterium 
commonly found in these infections is the bacillus 
coli. To combat this type of infection Lane uses 
sterilized hot boracic fomentations which are 
changed hourly after operation. Even with our 
present knowledge regarding the prevention of 
infections and adhesions such undesirable sequelz 
will be more marked in this class of case than follow- 
ing other types of abdominal operations. The 
greater the “‘germ-soaked”’ condition of the patient 
the greater the risk. 

Sheen accepts the toxemia theory and _ the 
assumption that the condition is due to the blocking 
of the ‘ileal effluent’? caused by displacements and 
kinks and adhesions of the cecum and colon. These 
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may be due to upright posture, habitual constipation, 
and, in women, tight clothing. The germ invasion 
and absorption take place in the ileum; the colon 
is the mechanical factor. The symptoms vary with 
the degree and severity of the infection. 

- Because of its seriousness and questionable 
results, colectomy is not generally acceptable and 
the mortality is difficult to ascertain. The patients 
are divided into three classes: (1) those who recover 
and are greatly benefited, (2) those who die, and 
(3) those who neither die nor recover, but live in 
almost hopeless discomfort. 

Tleocolostomy, the suggested alternative for 
colectomy, is surgically unsatisfactory because of 
the dead “bag” of colon left. Various other ab- 
dominal operations may be performed and toxemia 
previously present may disappear. The good 
results of such operations are claimed to be due to 
the freeing of the ileal effluent. One surgeon 
quoted obtained excellent results from nephropexy 
without even opening the abdomen. 

Waugh attributes the impairment of mechanical 
efficiency of the bowel with its resulting manifcld 
evidence of tissue degeneration similar to that for 
which colectomy is advocated to an ascending colon 
which has retained and perhaps elongated its primi- 
tive mesentery; this developmental survival is 
present in perhaps 20 per cent of persons. Fixation 
of the colon, an easy and safe operation, cures the 
condition and causes the symptoms of stasis to 
disappear. Here again the appendix is removed, 
the ileal effluent being freed. In all of several cases 
in which the author has carried out this operaticn 
there has been immediate improvement. 

Every patient should be treated in accordance 
with the special indications presented. Surgery is 
not the only remedy. In both operative and 
non-operative treatment the psychic factor must 
not be overlooked. The prevention of stasis and 
toxic foci should be begun in babyhood. 

J. E. Srruruers. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Riesman, D.: Spontaneous and Operative Cure of 
Cirrhosis of the Liver: Report of Illustrative 
Cases. J. Am. M. Ass., 1921, Ixxvi, 288. 


Riesman reports three cases of cirrhosis of the 
liver followed by recovery. 

The first case was that of a man 57 years of age 
who had been addicted to the use of alcohol all his 
life. He was admitted to the hospital Oct. 11, 1910, 
on account of a fracture of the left wrist, but was 
later transferred to the medical ward with a diagnosis 
of cirrhosis of the liver. When first seen by the 
author he had marked ascites with general enlarge- 
ment of the veins of the abdomen and a very typical 
caput medusz. Soon after his admission to the 
medical ward he had a profuse hemorrhage which, 
in all probability, had its origin in the lower 
end of the cesophagus or the stomach. (Edema of the 
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legs began about the beginning of November and the 
abdomen became more tense. The patient at first 
refused to permit tapping but finally yielded. After 
the tapping the liver and spleen could be felt dis- 
tinctly. From this time on, tapping was necessary at 
intervals. At each tapping, except the last, from 
3% to 4% gal. of a straw-colored fluid were removed. 
The oedema of the legs steadily increased, however, 
and the scrotum became greatly swollen. Toward 
the end of November, 1911, the patient grew 
irritable and a few days later a persistent hiccough 
began. The irritable mental state than gave place to 
a stupor and it was thought that death would soon 
follow. 

Several days later, while making a casual ex- 
amination, the author detected over the abdomen, 
particularly in the region of the liver and spleen, an 
exquisite friction appreciable both to the touch and 
to the ear. Over this area there was considerable 
tenderness. He then learned that the patient had 
had much pain subsequent to the last tapping and 
had been receiving small doses of morphine for its 
control. 

The abdomen did not fill up again. The oedema of 
the legs and scrotum disappeared and the patient’s 
former amiability soon returned. Eventually he 
was able to be up and about and left the hospital. 
He was still living at the time this paper was 
written. 

The history and symptoms in this case were 
typical of cirrhosis of the liver. There was no history 
of syphilis; in fact, no history of anything abnormal 
except alcoholism. The oedema of the legs and 
scrotum was attributed to thrombosis of the lower 
vena cava, but its spontaneous disappearance proved 
that this theory was incorrect. The miraculous 
cure is explained by the assumption that a fibrinous 
peritonitis followed the last tapping and the ad- 
hesions resulting from this condition constituted a 
spontaneous Talma operation and established a 
collateral circulation. 

The author’s second case was that of a man aged 
53 who had been in the habit of smoking to excess 
but had never used alcohol. In June, rors, after 
eating three bananas he had a violent attack of colic. 
Soon afterward the abdomen began to fill with fluid 
and tapping became necessary. In August an 
exploratory operation was performed. The liver 
was found to be the seat of a manifest cirrhosis 
and a Talma operation was done. The patient was 
brought back to the author a month later, at which 
time the liver was enlarged and finely nodular, the 
_ spleen was enlarged, and the abdomen was full of 
fluid. On October 7 tapping was done. Ina short 
time fluid was again demonstrated but did not reach 
any considerable amount. Eventually it became 
absorbed so that no further tapping was necessary. 
A year after the operation the patient was able to 
walk five miles without the slightest trouble, and 
four and one-half years after the operation he was 
well except that the urine occasionally contained 
traces of sugar and albumin and a few hyaline casts. 
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The third case was that of a man 62 years of age, 
who had been a heavy drinker of beer and whiskey 
far twenty years. In February, 1919, without any 
apparent cause his abdomen began to swell. On 
April 20, when the patient was admitted to the 
hospital, the clinical picture was that of cirrhosis of 
the liver. The abdomen was greatly distended and 
the veins were much enlarged. The liver and spleen 
could not be palpated. On May 3 tapping was done. 
After the tapping the liver could be felt 3 in. below 
the costal margin; it was hard, finely nodular, and 
tender. From May 3 until October 22, 17 tappings 
were done. 

On October 22 an operation was performed. Just 
before this operation about 9 qt. of fluid were re- 
moved from the abdominal cavity by tapping. A 
right rectus incision was then made over the gall- 
bladder and the remaining fluid was removed with 
towels. The upper surface of the liver, the spleen, and 
the adjacent peritoneum were rubbed with gauze 
until a slight exudation of blood resulted. The 
omentum was sutured to the anterior abdominal 
wall with four catgut sutures, and its lower por- 
tion was sutured in the abdominal incision just 
below the skin. A rubber drainage tube was inserted 
in the pelvis. Convalescence was uneventful and the 
patient was dismissed from the hospital in a few 
weeks virtually well. 

Cirrhosis of the liver is one of the few chronic, non- 
bacterial visceral diseases—perhaps the only one— 
which may be actually cured. When it is dependent 
on syphilis, a striking therapeutic result such as was 
obtained in the cases reported is more easily com- 
prehended. In none of the author’s cases, however, 
was syphilitic infection demonstrated. 

The cure of cirrhosis by the Talma operation can- 
not be due merely to the establishment of an adequate 
circulation. The liver itself must undergo a change, 
and probably also the spleen. In the author’s 
opinion the spleen is involved by the cirrhotic 
process to a greater degree than is generally supposed. 
The final result may be satisfactory even when one 
or two tappings are necessary after the Talma 
operation. G. W. Hocurein 


Mayo, C. H.: Cholecystectomy with Modified 
Drainage. Minnesota Med., 1921. iv, 1. 


In the surgery of the gall-bladder it is often 
questionable whether it is better to drain or remove 
the gall-bladder. Drainage not only fails to relieve 
the cholecystitis but also further impairs the func- 
tion of the gall-bladder. During the early years of 
antiseptic surgery there was a high mortality in 
gall-bladder diseases chiefly because of the ensuing 
complications, such as abscess of the liver, pan- 
creatitis, perforation, and jaundice. Cholecystitis 
is now believed to be a primary condition. During 
1919 at the Mayo Clinic 1,254 patients were 
operated on for cholelithiasis and cholecystitis. 
Seven hundred and fourteen (61 per cent) had 
stones and among these the operative mortality 
was 2.2 per cent. In 490 cases of cholecystitis 
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without stones the operative mortality was 2.4 
per cent. 

Bacteria have been demonstrated in the bile, in 
gall-stones, and in the wall of the gall-bladder. 
They may reach the gall-bladder through the 
portal circulation, the lymphatics, or the biliary 
ducts. The gall-bladder serves as a storage place for 
bile and empties itself with the relaxation of the 
sphincter of Oddi which is located at the lower end 
of the common bile duct. Because of the manner 


371 


Dissection to be 


in which the common duct traverses the duodenum, 
regurgitation of bile is prevented. 

Rosenow has demonstrated the localizing power 
of bacteria in the gall-bladder, and Mann has re- 
cently shown that the intravenous injection of 
Dakin’s solution will cause a specific chemical 
cholecystitis. Cholecystitis without stones occurs 
twice as often in women as in men. Gall-stones 
occur in about 77 per cent of females as compared 
with 23 per cent of males, and 90 per cent of the 
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women so affected have borne children. The 
cholesterol content of the blood is higher during 
pregnancy. 

The pancreas is usually infected secondarily 
from the gall-bladder by way of the ducts, the 
lymphatics, or, as is most frequent, the blood stream. 
Of the 1,254 patients with gall-stones and chole- 
cystitis, 339 had clinical evidence of gross pancreatic 
disease. In cases of gross lesion of the pancreas 
accompanied by jaundice, distention of the gall- 
bladder, and marked cholecystitis, the gall-bladder 
may be drained externally over a long period of 
time or a cholecystenterostomy or cholecystgastros- 
tomy may be performed. 

Previous to 1910, 350 cholecystostomies were per- 
formed, 3 per cent of which were for cancer of the 
biliary passages and the remainder for chole- 
cystitis with or without stones. Cholecystectemy 
was performed only in advanced cases. From Jan- 
uary, 1907, to August, 1920, 11,429 operations on 
the gall-bladder were performed; of these 7,688 were 
cholecystectomies, and 3,346 were cholecystostomies. 
Of 2,027 operations on the gall-bladder and ducts 
performed during 1917 and 1918, 219 were secondary 
In 109 of these, calculi were found. In only 64 of 
these cases was the primary operation performed 
at the Mayo Clinic. The author believes that the 
more frequent performance of cholecystectomy has 
reduced the number of secondary operations. 

Enlargement of the lymph glands about the com- 
mon duct and the head of the pancreas indicates 
pancreatic and biliary disease. 

In performing cholecystectomy (see fig.) the author 


prefers a right oblique incision slanting through the 


muscle fibers. The gall-bladder may be better 
exposed by placing a large gauze square to the right 
and above the liver as advocated by Masson. The 
cystic duct is isolated, clamped between two for- 
ceps, and divided. The cystic artery is ligated 
separately. The gall-bladder fossa is closed by an 
interlocking catgut suture. Drainage is generally 
not employed, but in some cases the strands of 
catgut which are used to close the gall-bladder 
fossa are brought out of the wound. If retention 
takes place, forceps may be passed along the strand 
of catgut into the abdomen. If by the fourth day 
the catgut is no longer necessary it may be cut off 
beneath the skin. The avoidance of drainage 
has reduced the number of cases of postoperative 
herniz. 

Distended gall-bladders may be emptied by 
means of a trocar, and in cases of acute inflamma- 
tion they may be split from top to bettom. 

The patient should be given a careful general 
examination before operation, and at operation an 
exploration should be made to determine the 
presence of other disease. 

A definite cure occurs in about 60 per cent of 
cases and great improvement results in 30 per cent. 
In ro per cent the improvement is less because of 
the extent of the disease or complications. 

J. A. H. Macoun, Jr. 
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Adler, F. H.: Carcinoma of the Pancreas with 
Ulceration into the Gastro-Intestinal Tract. 
J. Am. Med. Ass., 1921, \xxvi, 158. 

Carcinoma of the pancreas is usually recognized 
by its effects on adjoining structures due either to 
pressure, as in cases of common bile duct obstruc- 
tion, or to direct extension of the malignant process. 
As a result of involvement of the gastro-intestinal 
tract ulceration sometimes occurs, but this is 
rare. The pathognomonic signs and symptoms 
arising from the pancreas itself are far less frequent 
than most textbooks would lead us to believe. 

Ulceration of the abdominal viscera by pancreatic 
carcinoma is of frequent occurrence. Adler reports 
a case illustrating this complication. 

The patient, a male aged 63, entered the hospita! 
with the chief complaint of pain in the stomach. 
Five weeks before he was suddenly seized with 
severe abdominal pain of a colicky nature located 
in the hypogastrium. This pain lasted for two hours 
and required morphine for its relief. Subsequently 
a burning pain developed in the epigastrium and 
persisted constantly. 

Abdominal examination showed tenderness over 
the gall-bladder region; no masses were felt. A 
tentative diagnosis of empyema of the gall-bladder 
with gall-stones was made. 

It was believed that the patient’s general condi- 
tion precluded operation and he was _ therefore 
given medical treatment. His condition remained 
about the same as on admission save for increasing 
loss of flesh and strength. About a month later he 
vomited a large quantity of blood early in the 
morning. This was repeated three or four times. 
By afternoon the vomiting had ceased but the 
patient continued to grow progressively weaker and 
death occurred that evening. 

At necropsy no free fluid was found in the peri- 
toneal cavity and the peritoneum was smooth and 
glistening. The thorax was negative. The heart 
showed marked cloudy swelling and_ interstitial 
fibrosis. There was chronic perisplenitis with 
fibrosis and passive congestion. The kidneys ex- 
hibited a chronic parenchymatous nephritis. The 
liver showed cloudy swelling with slight fatty 
infiltration. The posterior wall of the stomach was 
adherent to a large ulcerating mass, but not in- 
filtrated by it. The duodenum contained large 
quantities cf brownish, bloody fluid. The lower 
part of the duodenum was firmly adherent to a 
large mass apparently arising from the head of the 
pancreas which appeared to have eroded into the 
duodenum just below its curvature at the head of 
the pancreas. The head and anterior half of the 
body of the pancreas were transformed into a huge, 
necrotic, foul-smelling mass measuring 15 cm. in its 
greatest diameter. This mass was firmly attached 
to the posterior wall of the stomach and the lower 
part of the duodenum and transverse colon. The 
lower pole of the spleen and the under-surface of the 
diaphragm were also adherent. In the middle por- 
tion of the transverse colon two large openings were 
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found, the larger one about 3 cm., and the smaller 
1.5 cm., in diameter. The openings of the intestine 
connected with the ragged ulcerating mass. In 
the center of this mass was a cavity in which blood 
clots and necrotic material lay free. 

The gross diagnosis was ‘“‘ulcerating cancer of the 
head of the pancreas with erosion into the trans- 
verse colon and probably erosion into the lower 
portion cf the duodenum; adhesions of the cancer 
to the posterior wall of the stomach and transverse 
colon, and probably erosion into the lower portion 
of the duodenum; adhesions of the cancer to the pos- 
terior wall of the stomach, the transverse colon, the 
lower part of the duodenum, the pole of the spleen, 
and the peritoneal surface of the right diaphragm.” 

The histologic examination disclosed a primary 
carcinoma of the pancreas, medullary in type. 

M. I. MALoney. 


Moynihan, B.: The Bradshaw Lecture (Abridged) 
on the Surgery of the Spleen. Lancet, 1921, cc, 
157. 

The pathologic changes found in the spleen may 
be grouped best according to the affinities between 
the causative agents and the various parts of the 
spleen-liver system which they directly affect. 

1. In the first type the provocative agent excites 
either a mechanical effect or a local lesion of the 
exact kind produced in other organs. 

2. In the second type an organism lodges firmly 
in the pulp of the spleen without actually producing 
a gross lesion. The best example of this condition 
is afforded by the chronic malarial spleen. 

3. The third type of process is that which is set 
up by toxic substances reaching the spleen from 
some nidus elsewhere in the body. Especially in 
the examination of the dead body, foci are easily 
overlooked in the mucosa or submucosa of the 
alimentary canal, in which there is no frank sup- 
puration but merely a subacute inflammatory cell 
infiltration of slight or moderate extent. 

Given the primary infected lesion, the selective 
power of streptococci shown by Rosenow and of 
toxins is recognized. The poison may remain in the 
blood stream and act on the floating cells; in the 
spleen and liver it may produce either degenerative 
or reactive changes. In the liver the reactive change 
is the beginning of cirrhosis. 

Another series of changes considered are those 
occurring when the brunt of the action of the poison- 
ous substances is borne by the hepatic cell itself. 
Their effect on the bile channel or its endothelial 
lining may result in cholangitis. The effect of the 
poisoned blood on the bone marrow causing repres- 
sion of function results in a certain type of anemia 
or an increase or decrease in the leucocytes. 

The toxins which may enter or leave the spleen 
are grouped according to their supposed actions 
as follows: 

t. The most active poisons which cause anemia 
(“‘anemizing’’); these prevent the formation of red 
blood cells. 
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2. The hemolyzing poisons which play the chief 
part in hemolytic splenomegaly. 

3. Poisons which excite fibrosis; these are very 
common. 

4. Poisons which excite cell proliferation; these 
may concern the cells of the malpighian bodies, as in 
lymphatic leukemia and some kinds of Hodgkin’s 
disease, or the cells of the spleen pulp. 

Anzmia may be caused by many diseases. When 
hemolysis is associated with anemia, a disease of 
the spleen is to be suspected. Fragility of the red 
cells does not indicate, however, that the seat of the 
disease in which it occurs is in the spleen. Moreover, 
every anemia associated with disorders of the spleen 
is not characterized by hemolysis. 

A second group of anemias are those in which the 
initial disorder is either in the bone marrow or de- 
pendent on the same cause as that which affects the 
bone marrow. The clinical phenomena due to 
hemolysis are absent in diseases in which the liver 
cell is equal to its work and does not suffer impair- 
ment, that is, in Hodgkin’s diease, myeloid and 
lymphatic leukemia, sarcoma of the spleen, and 
lymphogranuloma. 

When jaundice arises as the result of a toxic 
process in the spleen-liver system, consideration 
must be given to: (1) the site of action of the poison, 
and (2) the nature of the poison. The liver cells 
and their relation to splenic anemia and hemolytic 
splenomegaly are discussed in detail. The absence 
of jaundice and the successive steps in the cycle of 
the metabolism of hemoglobin between the spleen 
and liver in both normal and disease conditions 
are fully described. The réle the pancreas plays 
in the production of cirrhosis is also considered. 

Petechial hemorrhage is occasionally seen in 
cases of splenic disease, leukemia, and von Jaksch’s 
disease. 

Muscular weakness may be due to actual wasting 
of the muscle. The question arises as to the extent 
to which the phenomena of muscular weakness and 
asthenia are to be attributed to a direct action 
upon the adrenal or thyroid glands. 

Pyrexia as a feature of splenic disease has only 
recently attracted close attention. It is almost 
constant in Hodgkin’s disease. In _ pernicious 
anemia periods of pyrexia are followed by apyrexial 
phases. In hemolytic jaundice fever occurs period- 
ically and in cholangitis the “steeple” chart is 
characteristic. 

When the spleen is found to be enlarged on clinical 
examination it is certainly at least twice its normal 
bulk. The very largest spleen is found in Gaucher’s 
disease, the next largest in leukamia, and the next 
in malaria. In Hodgkin’s disease the spleen may 
be involved without being clinically enlarged. 

It is not sufficient in any case of leucocytosis to 
determine merely the presence of an increase in 
the number of white cells. It is necessary also to 
ascertain which varieties of cells are represented in 
the increase and to know the significance of each 
specific increase. 
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During recent years the suggestion has been made 
that the spleen may be concerned in some degree 
with the life-history of blood platelets. After 
splenectomy the normal conditions are restored. 
The clinical symptoms disappear as the number of 
platelets is increased. 

Percy was able to show evidence of foci of in- 
fection in 95 per cent of cases. The chief organisms 
found were the hemolytic streptococcus, bacillus 
coli, and streptococcus veridans. 

Largely due to the work of W. J. Mayo and Percy 
a wider view has been taken with regard to the 
requirements in these cases and the improvement 
in the results has been decided. Percy emphasizes 
the importance of: 

1. An attempt to stimulate the production of 
new blood by massive ‘‘step-ladder”’ transfusions 
of whole blood. 

2. An attempt to overcome the absorption of 
hemolytic bacteria or their toxins by the radical 
removal of local foci of infection. 

3. An attempt to protect the newly formed and 
older red cells by removing the spleen. 

The results of splenectomy in cases of pernicious 
anemia performed by W. J. Mayo up to September, 
1920, are quoted by the author. There were 53 
cases with 3 deaths, a mortality of 5.6 per cent. 
Five patients were living between four and five 
years after the operation and 11 patients were living 
between three and four years after the operation. 
Twenty-two per cent of the patients lived two and 
one-half times as long as the average. 

The steps mentioned by Percy are useless in the 
aplastic type of anemia and of little value, if any, 
when cerebral and spinal symptoms are already 
present. If the anemia is profound, however, trans- 
fusion alone may give some degree of transient 
benefit. In other cases of pernicious anemia, opera- 
tion is indicated. J. E. SrauTHERS. 


Hamilton, C. S., and Boyer, E. H.: Hzmorrhagic 
Cysts of the Spleen. Ann. Surg., 1921, Ixviii, 58. 


(1) dermoid 


Splenic cysts may be classified as: 
cysts, (2) echinococcus cysts, and (3) simple uni- 
locular or multilocular cysts: (a) serous, (b) hamorr- 


hagic, (c) lymph or chylous cysts. About 65 per 
cent of such cysts are found in females. 

Peritoneal endothelium included in the spleen 
capsule may soften, degenerate, and liquefy, thus 
giving rise to cysts. Because of the absence of 
secretory glands true retention cysts are not pos- 
sible. Trauma and disease conditions of the vessel 
walls cause hemorrhage. Simple cysts may be 
caused by occlusion of arterioles with subsequent 
destruction and liquefaction of the pulp. 

The lymph cysts are usually multiple and of small 
size while hemorrhagic cysts are usually large and 
single. They may be located in any part of the 
organ, but are found most frequently in the anterior 
portion, low down, in or under the capsule. In some 
cases the cyst walls are thickened and calcified. 
Adhesions are frequently formed, and these may 


INTERNATIONAL ABSTRACT OF SURGERY 


render operative procedure more difficult. The 
weight of the cyst may be great enough to produce 
considerable transposition, a fact to be considered 
in the diagnosis. 

Small cysts seldom cause symptoms. The larger 
ones give rise to symptoms by exerting pressure and 
traction. Disturbances of function are common; 
there may be a feeling of fullness, and tenderness, 
and respiratory, digestive, and urinary abnormali- 
ties. Pain may develop if perisplenitis is present, 
if the organ is transposed, or if there is a sudden 
increase in the size of the cyst; otherwise it is absent 
or negligible. 

The diagnosis may be made by: (1) the discovery 
of a fluctuating tumor which is definitely related to 
the spleen; (2) by aspiration. Examination of the 
aspirated fluid may be sufficient to establish the 
diagnosis. In some cases the true nature of the 
lesion will be revealed only by an exploratory 
laparotomy. 

It is necessary to differentiate splenic cysts from 
cysts of the kidney, ovary, liver, and pancreas, 
hydronephrosis, true neoplasms, and inflammatory 
overgrowths in the upper left quadrant. A _ pre- 
operative diagnosis has rarely been made. 

Bircher gives the results of operation in 33 cases 
as follows: puncture by cautery, 6 cases, 2 deaths; 
incision and drainage, 9 cases, 1 death (sepsis); 
resection of cyst, 4 cases, 1 death; splenectomy, 
15 cases, no deaths. 

The authors report 2 cases of hemorrhagic cysts 
occurring in girls 12 years of age. Removal of the 
cyst was followed by recovery in both cases. ‘The 
microscopic diagnosis was hemorrhagic cyst of the 
spleen. G. W. Hocurern. 


Pfanner, W.: A Clinical and Experimental Contri- 
bution to the Pathology and Treatment of In- 
juries of the Spleen (Klinischer und experimen- 
teller Beitrag zur Pathologie und Therapie der 
Milzverletzungen). Arch. f. Orthop., 1920, xviii, 
206. 

On the basis of the entire literature, injuries of the 
spleen may be classified as subcutaneous and open, 
and the subcutaneous into subcapsular and pene- 
trating. Experimental evidence points to the fact 
that injuries of the spleen heal by means of connec- 
tive tissue, and that this material is furnished by the 
capsule. Spontaneous cure in human beings has 
been revealed by the scar in only 3 positive cases. 
Subcapsular injuries may heal spontaneously under 
certain conditions, but zm vivo the positive proof of 
rupture is often lacking. As a result of subcapsular 
injuries secondary rupture often occurs suddenly 
with the entrance of free blood into the abdominal 
cavity and the usual signs of peritoneal irritation 
developing, as a rule, after three or four days. The 
longest interval was fourteen days. 

When hemorrhages of the first and second types 
are not evacuated cysts are pften formed which 
have walls but no epithelial lining. This fact is of 
significance in the differential diagnosis. Such cysts 
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constitute an area of lowered resistence for later 
infection or secondary hemorrhage. Omis and 
Weichert have studied such cases bacteriologically. 
Kuettner showed anatomically that an abscess of 
this kind may become subphrenic or pleuritic. 

By the entrance of infection into a splenic injury 
a very serious situation arises which can be benefited 
only by early surgical treatment. Compound and 
capsule-involving injuries of the spleen, if untreated, 
lead to severe hemorrhage and shock; death fre- 
quently results from shock passing over into anemia. 
In such cases also life can be saved only by imme- 
diate surgical intervention with extirpation of the 
organ. Even if the patient survives the primary 
hemorrhage without treatment he will usually suc- 
cumb to secondary hemorrhage following rupture 
of the peritoneal adhesions. 

The symptoms of secondary haemorrhage or 
secondary rupture are those of severe peritoneal 
irritation. Therefore surgical interventionis, and will 
remain, the method of choice in the treatment of 
rupture of the spleen. Wercnert (Z). 


MISCELLANEOUS 


Jackson, C., and Spencer, W. H.: Safety Pins in 
the Stomach: Peroral Gastroscopic Removal 
without Anesthesia. J. Am. M. Ass., 1921, Ixxvi, 
577- 

In Case 1 two safety pins were removed from the 
stomach of a 6-months-old infant after a period of 
twenty-seven days. In Case 2 an open safety pin 
lay in the stomach for seven weeks, after which it 
was regurgitated into the oesophagus and removed 
by cesophagoscopy. The authors’ conclusions are 
as follows: 
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1. In most cases foreign bodies which have 
reached the stomach spontaneously (without being 
pushed down) will pass out harmlessly through the 
intestinal tract. 

2. There are a sufficient number of exceptions to 
this rule to render it imperative to have the foreign 
body watched by a skilled fluoroscopist at frequent 
intervals until it is recovered from the stools. 

3. During the watchful period no change from 
the usual diet should be made and laxatives should 
not be given. 

4. Instances have been known in which an open 
safety pin has passed the rectum, but in view of the 
cases reported in this article, removal from the 
stomach is advisable when the pin is of such large 
size relative to the size of the patient that it prob- 
ably will not pass and when a watchful waiting 
period of a number of weeks (from three to eight) 
has demonstrated that it probably will not pass. 

5. Regurgitation of a foreign body from the 
stomach is so exceedingly rare that it is not to be 
awaited. 

6. The safest and best method of removing 
foreign bodies from the stomach is by peroral gas- 
troscopy by an experienced endoscopist. Otherwise, 
operation by a skillful surgeon is safer and more suc- 
cessful. No anesthetic, general or local, is neces- 
sary for gastroscopy. When, in the case of an insane 
person, a large number of foreign bodies are present 
in the stomach operation is the preferable method of 
removal. 

7. The aid of a skillful roentgenologist is impera- 
tive in the study of these cases. 

8. According to the experience of the bronchos- 
copic clinic, the foregoing principles apply to foreign 
bodies other than safety pins. —_E. C. Roprrsek. 
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DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Meyer, A. W.: Unrecognized Occupational De- 
struction cf the Tendon of the Long Head of 
the Biceps Brachii. Arch. Surg., 1921, ii, 130. 


In 1915 Meyer reported 6 cases of destruction of 
the tendon of the long head of the biceps discovered 
in the course of anatomical dissections. Since that 
time 7 additional cases have been observed. The 
latter are described in this article. 

The fact that the disappearance of the tendon is 
not due to disuse was fully established by an ex- 
amination of the same tendons in a woman over 4c 
years of age who had been affected with congenital 
hydrocephalus. This woman was partly paralyzed 
from birth, but although the right humeroscapular 
articulation had been practically immobilized be- 
cause of fibrous ankylosis, the tendon of the biceps 
could be traced in its entirety. 

That friction is very largely, if not wholly, re- 
sponsible for the condition is indicated by the fray- 


ing and fringing of the other soft parts and of the 
tendon itself. It is surprising, however, that a 
tendon in a shoulder joint with cartilages wholly 
intact and with but a small capsular defect may be 
destroyed to such an extent when it is almost wholly 
free from adhesion to the capsule. 

The uniformity and the very apparent significance 
of these findings led Meyer to consider the possibil- 
ity of an cccupational cause, although at first the 
destruction seemed too extensive to warrant such an 
assumption. It appeared to him that whatever the 
process responsible, it was extra-articular rather 
than intra-articular. 

In the 13 specimens examined the destruction of 
the tendon was divided almost equally between the 
right and left arms. There was only 1 case in which 
both tendons were destroyed. G. W. Hocnrern. 


Pfeiffer, D. B.: Acute Osteomyelitis in Children. 
Arch. Pediat., 1921, xxxviii, 32. 


This article is based on 35 cases collected from the 
records of the Surgical Service of the University 
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Hospital, Philadelphia, covering a period of slightly 
more than ten years. 

There were 14 males and 11 females. The ages 
of the patients varied from 16 months to 15 years. 
The average age was 10 years, 1 month. 

As a rule the focus of this disease is found in the 
long bones but it may involve any bone with a 
spongy medulla. 

In considering the etiology of osteomyelitis, one 
must speak in terms of infection and immunity. 
In the cases reviewed the most common infecting 
micro-organism was the staphylococcus aureus. 
In 2 cases the streptococcus was found alone, and in 
1 both the streptococcus and staphylococcus aureus 
were present. 

As in many other infectious diseases, weakening of 
the protective forces of the body plays a considerable 
role in predisposing to the attack. 

In about one-third of the cases there were definite 
suggestions as to the portal of entry. It is obvious 
that osteomyelitis is a hematogenous infection. 
It is equally certain, therefore, that bacteremia 
must precede localization. The source of the bac- 
teria in many cases may be surmised very accurately. 
Antecedent conditions of apparent importance are 
tonsillitis, pharyngitis, and other oral infections, 
bronchitis, influenza, pneumonia, gastric and enteric 
disturbances, helminthiasis, pustular conditions of 
the skin, and minor infections of traumatic origin. 

In 15 of the cases reviewed a history of trauma 
was given. Trauma acts by causing internal injury 
of the bone. A force of sufficient violence applied 
to a bone breaks the dense cortical layer and pro- 
duces a fracture. A force of insufficient violence to 
produce fracture may yet injure that marvellous 
system of arches and cross-braces which gives to the 
spongy bones their strength combined with lightness. 
During the period of growth the bone immediately 
adjacent to the epiphyseal cartilages is young and 
delicate and most susceptible to trauma. It is well 
known that in the vast majority of cases acute 
osteomyelitis begins in the shaft of a long bone 
’ near the epiphyseal plate, a region known as the 
metaphysis. Occasionally the epiphysis is the seat 
of the primary lesion. Formerly, typical osteomyeli- 
tis was often called “‘epiphysitis”” under the im- 
pression that the epiphysis was the primary focus, 
a natural error due to the location of the infection 
at the end of the bone. True epiphysitis, however, 
tends to extend into the joint rather than into the 
shaft. 

Another point of interest in connection with true 
acute epiphysitis is the fact that the “‘chain”’ cocci, 
the streptococcus and the pneumococcus, appear 
to have a predilection for the epiphysis while staphy- 
lococcic infections in this location are considerably 
less frequent. 

Ordinarily pain is the initial and most prominent 
early symptom of acute osteomyelitis, though 
constitutional evidences of infection are present 
and increase rapidly. Fever, rapid pulse, leucocy- 
tosis, chills, sweats, and other general symptoms of 
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pyogenic infection are the rule. Effusion is frequent- 
ly noted in the neighboring joint. In a few days 
one or more fluctuating abscesses of the overlying 
soft parts may form and the inflammation often 
extends throughout the length of the bone. 

The mortality in the author’s series was 14.3 
per cent. Excluding the cases in which death occur- 
red, the average duration of treatment in the hos- 
pital was five months. In spite of this prolonged 
period, only 4 patients were discharged cured. 

There is no disease of which it can be said more 
truly that the treatment is wholly surgical. The 
patient may be given medical treatment, but not the 
disease itself in the present limitations of antitoxic 
and antibacterial therapy. The essential object 
of early treatment is prompt and efficient drainage 
of the affected medulla. The surgical error frequent- 
ly committed at operation in the acute stage is 
incision and drainage of the soft parts and the 
periosteum, the bone being left unopened. The 
bone should be opened in every case. In the case 
of the long bones it is best to remove the cortical 
bone over the medulla for a distance of 2 in. and, 
if microscopic evidence of infection still remains 
visible in the marrow, the incision should be carried 
beyond that point. The marrow should not be 
curetted away in the acute stage. If exposed freely, 
it will drain itself and necrosis will be limited to a 
minimum. 

The opening made should be packed with paraffin 
gauze and, on removal of the pack between the 
third and the fifth day, Dakin’s solution may be 
used advantageously to limit superficial infection 
and the absorption of toxic products. 

With due allowance for individual resistance and 
the virulence of infection, the mortality and mor- 
bidity of this disease vary inversely with the prompt- 
ness of diagnosis and treatment and directly with 
the efficiency of drainage at the primary operation. 

M. I. MALoney. 


Escher, A.: Sarcomata of the Bones of the Extremi- 
ties (Ueber die Sarkome der Extremitaetenknochen) 
Arch. f. klin. Chir., 1920, cxiv, 545. 


Only extensive statistics can clear up certain 
important questions with regard to the prognosis 
and treatment of the different forms of sarcoma of the 
bones of the extremities. Isolated cases are reported 
only when the result is very favorable and therefore 
give an incorrect impression. 

After quoting the different authors who have pub- 
lished large numbers of cases Escher discusses 63 
cases which were treated at the first surgical clinic 
at Vienna from 1gor to 1918. Forty-four of the 
patients were males, and 19, females. Sarcoma of the 
bones of the extremities occurs most frequently in 
the third decade of life, next most frequently in 
the second decade, then in the fourth, and then in 
the first. In the cases reviewed the growth involved 
the lower extremities in 49 and the upper extremi- 
ties in only 14. In the femur the lower third is 
involved most frequently, and in the humerus, the 
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upper third. The tibia and fibula are also most 
frequently attacked in the upper third. Trauma 
was given as the cause in 25 cases, but the patients’ 
statements cannot be relied upon. Trauma is more 
probably the exciting factor causing more rapid 
growth of a tumor already present. 

The age of the tumor is only to a certain degree 
an indication of its malignancy. Of 21 patients 
who died of sarcoma metastases, 19 died within 
one year of operation and 2 only after three years. 
Accordingly, freedom from recurrence for over three 
years may be considered a cure. Giant-cell sar- 
comata, on account of their relative benignancy, 
are in a special class. The perithelioma is also only 
slightly malignant. In 13 cases the periosteal origin, 
and in 23, the myelogenous origin, was definitely 
established. 

Removal of a section for diagnosis is permissible 
only if after immediate diagnosis a radical opera- 
tion can be performed. In spite of the great progress 
in X-ray therapy, roentgen treatment does not 
result in an actual cure in cases of bone sarcoma 
through it may be of benefit in inoperable cases. 
Coley’s serum has proven of no value. In spite of 
the benignancy of the giant-cell sarcoma, a resection 
or, in particularly favorable cases, an enucleation, 
of the tumor is necessary as the minimal surgical 
procedure in order to obtain permanent healing. 
The one case of perithelioma in the series of cases 
reviewed healed after the second thorough curet- 
tage. Resection offers a chance of cure only when 
the sarcoma is recognized early, that is, when the 
tumor is still completely encapsulated. When a 
bone sarcoma already involves the soft parts con- 
servative measures are useless. Of 10 patients 
treated by resection, 6 had recurrences, 2 died with- 
out recurrence, and 2 were permanently cured. Of 
15 treated by amputation and enucleation, 3 had 
recurrences, 9 died without recurrence, and 3 were 
permanently cured. 

In cases of sarcoma of the fingers and toes enuclea- 
tion of the portion of the limb involved will generally 
effect a cure. In cases of sarcoma of the long bones, 
myelogenous and periosteal, the radical operation 
must be considered as the only effective method. 
Case histories and references to the literature are 
given. KAERGER (Z). 


Razzaboni, G.: The Radical Operative Treatment 
of Primary Epithelioma of the Fingers (Sul 
trattamento operative radicale degli epiteliomi 
primitivi delle dita della mano). Chir. d. organi di 
movimento, 1920, iv, 511. 

Epithelioma of the fingers is no exception to the 
general physiopathologic laws which govern the 
diffusion of blastomatous elements along the lym- 
phatic routes. Therefore in any operative procedure 
aimed at its radical treatment care must be taken 
to adhere strictly to these laws and to remove as 
thoroughly as possible all tissues actually infiltrated 
as in the radical treatment of cancers of the breast, 
uterus, tongue, etc. 
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The author describes the lymphatic connections 
of each of the fingers in detail. The deep and super- 
ficial lymphatics are relatively independent. The 
deep lymphatics of the fingers are almost exclusively 
tributary to the axillary lymphatic glands, while 
the superficial lymphatics are at least to a great 
extent dependent on the epitrochlear glands. 

The lymphatics of the fingers are associated with 
three systems, viz., the supra-epitrochlear, the axil- 
lary, and the supraclavicular. Therefore in the 
radical treatment of cancer it is necessary to remove 
the affected lymphatics in these regions. 

In a case described Razzaboni made a lozenge- 
shaped incision circumscribing the inferior margin 
of the great pectoral muscle and a second incision 
perpendicular to the first and extending from its 
medial branch to the center of the supraclavicular 
fossa. The two pectoral muscles and a neoplastic 
mass in the axilla, which was evidently a metastasis 
of an epithelioma of the right thumb, were then 
removed and the axillary fossa was systematically 
cleared out. The clavicle was resected in its middle 
third so as better to expose the neurovascular fascia 
and the corresponding supraclavicular fossa. All the 
infiltrated lymphatic glands, especially those below 
the clavicle, were removed. This was followed by 
osteosynthesis of the clavicle and suture of the soft 
parts. A linear incision was then made along the 
anterior surface of the elbow and the supra-epitroch- 
lear glands were removed. The thumb was ampu- 
tated in the metacarpophalangeal articulation. 

The postoperative course was normal. The 
patient made a good recovery and was able to re- 
sume his occupation to some extent. Several months 
later, however, he died of complications due to 
influenza. Therefore the permanent value of the 
operative treatment cannot be stated. 

W. A. BRENNAN. 


Roderick, H. B.: Legg’s or Perthes’ Disease; The 
Differential Diagnosis of Affections at the 
Hip in Children. Lancet, 1921, cc, 210. 


The differential diagnosis of affections of the hip 
in children is discussed in detail. The X-ray has 
given valuable assistance in the diagnosis of tuber- 
culosis which is the most common condition. Re- 
liance cannot be placed on it alone, however, and 
therefore a careful and methodical physical examina- 
tion is necessary. Emphasis is placed on the im- 
portance of co-operation between the surgeon and 
radiologist in order to differentiate tuberculosis, 
infective arthritis, and Legg’s disease. 

“Painless limp” is due to shortening of the limb, 
paralysis, or stiffening of a joint. The body inclines 
toward the affected side. In painful limp the patient 
stiffens the joints by muscular action. The weight 
placed on the affected side is decreased as much as 
possible by leaning toward the normal side. 

At examination the patient should be stripped 
and his gait should be observed for limp. Oblitera- 
tion of the gluteal fold indicates slight flexion of the 
hip and when associated with muscular wasting 


= 
} 


378 


indicates disease. With the patient lying down, 
the limbs should be measured and the curvature 
of the spine observed. Partial fixation of the joints 
by muscular spasm points to hip disease. Limitation 
of the joint in any direction is another important 
sign. 

The adolescent type of arthritis deformans is 
often difficult to diagnose as it may resemble tuber- 
culous disease and the X-ray evidence may be in- 
conclusive. Detection of this disease in other joints 
may clear up the diagnosis. Among other conditions 
which may simulate tuberculosis of the hip are tuber- 
culosis of the sacro-iliac spine, bursitis, psoas abscess, 
myelomata, and sarcomata. There are also non- 
traumatic deformities other than Legg’s disease: 
(1) congenital dislocation of the hip, (2) infantile 
paralysis, (3) coxa vara, and (4) coxa adducta. 

Perthes’ or Legg’s disease of the hip occurs in 
children between the ages of 3 and 12. Males are 
more often affected than females. On clinical 
examination some prominence and elevation of the 
trochanter and shortening of the limb may be noted. 
Bryant’s triangle will show a correspondingly short- 
ened base line. Flexion and extension are normal; 
internal rotation may be slightly limited, but ab- 
duction is markedly restricted. The condition is 
usually unilateral and associated with slight dis- 
ability. There is no crepitation on movement or 
other sign of involvement of the articular surfaces. 

The X-ray examination shows the femoral head 
as a flat surface instead of a segment of a circle. 
The epiphyseal line between the head and neck is 
irregular and segmented; light areas may be seen 
in the head and are supposed to be islets of cartilage 
indicating irregularity of ossification. The acetab- 
ulum may be blurred or irregular. 

In a large percentage of the recorded cases a his- 
tory of injury four to six months previously was 
given. Legg’s disease may be noted after reduction 
of congenital hip disease. Hypothyroidism and 
infection of a protozoal nature have been sug- 
gested as causes. Evidence has been offered also 
which points toward syphilis as a predisposing con- 
dition. 

Most surgeons agree that no treatment is indi- 
cated. However, it seems rational to fix the thigh in 
an abducted position by means of a plaster splint 
and then allow the child to go about on crutches 
with a patten under the sound foot during the acute 
stage. Mer R. Hoon. 


Fairbank, H. A.T.: Pseudo-Coxalgia: Osteochon- 
dritis Deformans Juvenilis. Lancet, 1921, cc, 20. 


Pseudo-coxalgia is not generally known in Eng- 
land. The author describes a typical case as follows: 

An apparently healthy child begins to limp. Some 
previous injury may be blamed, but generally it is 
one which would not account for the symptoms. 
There is little or no pain. Examination reveals that 
the limb at rest is usually in a normal position; 
slight wasting of the thigh and buttocks causes an 
apparent prominence of the trochanter; abduction 
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Tracing of skiagram of case of bilateral pseudo-coxalgia. 


is markedly limited; flexion remains almost or 
quite free; shortening does not occur at this stage, 
and when it does develop later it is slight. There 
is no pain on jarring the joint. 

The X-ray shows that the epiphysis of the head is 
flattened and irregular or even broken into pieces. 
The epiphyseal line is less distinct than normal, 
while nearby there may be semi-transparent areas. 
The neck is thickened on the lower side and the 
joint space is not diminished, showing that the 
changes are in the osseous center rather than in the 
cartilage of the femoral head. The affected side of 
the pelvis may be smaller and the acetabulum may 
show a lack of definition. 

The progress of the case is toward recovery with 
eventual disappearance of the limp. Treatment or 
lack of treatment does not seem to affect the result. 
Abscesses do not occur. A walking caliper splint 
may be applied to take the weight from the femur. 
Little advises forceful abduction under anesthesia 
in order to avoid any changes in the shape of the 
head which could limit abduction. Rest and ex- 
tension for a time are advised when there is pain 
or spasm. 

The favored theory as to the cause is that trauma 
produces damage to the blood supply of the head 
of the femu: and the changes in ossification of the 
bone are secondary to this. Developmental error, 
local infection, and rickets have all been considered 
as etiological factors. Tuberculosis and syphilis 
can be ruled out. Similar epiphyseal changes as 
revealed by the X-ray are found elsewhere in the 
body. H. T. Jones. 


FRACTURES AND DISLOCATIONS 


Orr, H. W.: The Treatment of Fractures. J. 
Orthop. Surg., 1921, n. s. iii, 23. 

The author gives a brief résumé of the literature 
on this subject, emphasizing the fact that inefficient 
immobilization and too early mobilization are two 
of the principal factors responsible for poor results 
in the treatment of fractures. 

In general, fractures in children and in adults 
should be treated by similar methods. 

The most important agencies in the treatment of 
fractures of the femur and leg are the Thomas 
traction splint and plaster of Paris. The less the 
Thomas splint is modified, the more efficient it is. 
Leriche’s work with plaster of Paris is highly com- 
mended. 
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For either open or closed fracture of the leg and 
fracture of the neck of the femur plaster of Paris is 
usually indicated. 

In the treatment of fracture of the shaft of the 
femur the Thomas traction splint is far superior to 
all other mechanical devices, both as an emergency 
splint and for continuous treatment. 

Skeletal traction is a justifiable addition to the 
Thomas splint in cases of fracture of the extreme 
lower end of the femur or the leg. 

The Balkan frame and occasionally the Hodgen 
splint may be applied in extensive compound in- 
juries of the thigh. 

Moleskin plaster or adhesive glue must be used for 
traction. Elevation of the foot of the bed with the 
splint anchored at the lower end contributes to the 
traction and makes the wearing of the ring splint 
more comfortable. 

The author advocates the elimination from our 
textbooks of Buck’s extension, weight and pulley 
traction, the Ruth Maxwell method, Volkmann’s 
sliding splint, the Liston splint, and similar and re- 
lated methods and apparatus. 

Stiffness, excess callus, adhesions, and ankylosis 
are all due to inefficient immobilization. The author 
is opposed to the early mobilization of joints near 
the site of fracture. D. H. LevintHat. 


Blake, J. A.: The Repair of Bone Following Frac- 
tures. Arch. Surg., 1921, ii, 37. 


The author is of the opinion that the periosteum 
serves as a protector of developing bone but says 
little regarding its activity as a bone former. 

The rate at which boue is formed is directly de- 
pendent on the blood supply. Even when detached, 
fragments of bone produce bone if the conditions are 
favorable. When sufficient infection is present to 
change the chemistry of the fluids about the frag- 
ments, all detached and anemic portions usually 
die. Infection also produces hyperemia in the ad- 
jacent structures which leads to the rapid formation 
of bone tissue. In this way excessive callus is pro- 
duced. 

Blake believes that when a portion of bone dies it 
preserves its original density, while the remaining 
living bone becomes softer and less dense because 
of absorption of its calcareous constituents. Frag- 
ments of detached bone are digested alive either 
by their own osteoclasts or by the fluids and cells 
in their environment. If they die en masse, infec- 
tion is present and they are discharged with the 
formation of an abscess or sinus. Rarefaction 
depends more on disuse than on infection in frac- 
tured bones. 

A fracture should be reduced as soon as possible. 
Repair in the sense of new bone formation does not 
go on indefinitely. E. C. RopitsHEK. 


Cutler, E. C.: Notes on the Non-Operative Treat- 
ment of Fractures. Ann. Surg., 1921, xxiii, gt. 


If there is any one branch of medicine in which the 
recent experience gained by observation of battle 
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casualties has been of distinct value it is that 
concerned with the care and treatment of fractures. 
This experience brought out certain principles 
which are applicable to fractures sustained in civil 
life, whether compound or simple. The chief lessons 
learned concerned the value of mobilization in the 
treatment of infected joints, and of traction in the 
care of fractures generally. In recent years, how- 
ever, traction has been somewhat abandoned be- 
cause cf the brilliancy of a few operative reductions 
in which mechanical splinting was used and_ be- 
cause of the general impression that immediate re- 
duction and fixation in plaster give better results. 

A further observation by no means new is 
that callus is malleable at late periods. Therefore 
if sufficient traction is used a fractured and badly 
deformed femur with visible callus formation and 
shortening may be pulled down to full length and 
given good alignment as late as three weeks or even 
longer after the receipt of the injury. Evidence of 
the elasticity and malleability of callus formaticn 
is presented by Sinclair, Blake, and Bowlby who 
have written that when patients with fractures of 
the femur were made ambulatory with splints 
twelve weeks after the injury considerable shorten- 
ing of the limb resulted. Therefore in cases of 
fracture of the femur Sinclair makes allowance for 
from ¥% to 34 in. of shortening before making the 
patients ambulatory. 

Since this evidence is not thoroughly appreciated, 
it seemed to the author that examples of its applica- 
tion to civil surgery might be of some value in mak- 
ing the use and value of traction more widespread 
and in diminishing the number of open operative 
reductions in which the added risk of anesthesia, 
sepsis, and mechanical failure are always present. 
It would seem merely the part of wisdom to try 
the simplest procedure first, especially when its 
efficacy is proved. 

The author reports several cases in which, after 
callus formation was far advanced and associated 
with deformity, strong and continued traction with- 
out open operation gave a good anatomical result. 

H. A. McKnicar. 


Van der Elst, M.: The Treatment of Diaphyseal 
Fractures (Le traitement des fractures diaphy- 
saires). Arch. méd. belges, 1920, \xxiii, 824. 


In the author’s opinion the Putti-Parham method 
of encircling fractures with wire is not applicable 
to distinctly transverse fractures as it does not give 
sufficient solidity and the strangulation by the cir- 
cular ligature may cut off the nutrition of the perios- 
teum. 

Van der Elst prefers a combination of the plate 
method with the encircling method of Putti-Ronvil- 
lon. He uses a plate of nickeled steel, 6 cm. long, 
6 mm. wide, and 5 mm. thick. The bone surface is 
roughened to prevent slipping. The external sur- 
face is grooved to receive the metal strips which fix 
it to the plate. In the external surface of the plate 
are three grooves to receive blunt screws and in one 
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end of the encircling metallic strip are several holes 
for use in tightening the strip. The plate is fixed on 
the fracture and encircled by three separate liga- 
tures. 

This modification gives solidity without penetra- 
tion of the bone by screws, and the interrupted 
encircling of the periosteum prevents strangulation. 

W. A. BRENNAN. 


De Francesco, D.: Rotation of the Fragments in 
Humeral Fractures (Della rotazione dei frammen- 
ti nelle fratture dell’omero). Chir. d. organi di 
movimento, 1920, iv, 565. 


De Francesco discusses the action of the muscles 
in humeral fracture, the anatomy and physiology of 
the humerus, the movements of the fractured hum- 
erus, the normal position, and the relation of 
fractures to the insertion of the muscles. The con- 
clusions drawn are summarized as follows: 

1. Ina diaphyseal fracture beneath the insertion 
of the pectoral muscle the upper fragment remains in 
the position of normal rotation as in the normal limb 
in the position of repose. 

2. The lower part falls vertically by its own 
weight. 

3. In the correct position of the fragments the 
epicondyle should lie perpendicularly under the 
acromion and at least at the same distance as on 
the normal side. 

4. The bicondylar and bicipital axes should 
make an angle of 55 degrees with each other as on 
the normal side. 

On the basis of anatomical and physiological study 
it seems evident that the humerus has a special 
rotation in its normal movements and maintains it 
also when fractured except that in some cases the 
rotations may be greater because of the break in the 
continuity of the bone. 

With regard to the rotation of the fragments, 
fractures may be divided into two classes according 
to whether they occur within or beneath the inser- 
tion of the pectoral muscle. In the first case the 
apparatus must effect high abduction or vertical 
elevation; such positions should be maintained by 
weight traction or by a plaster cast. After operative 
intervention for high fractures such positions are to 
be preferred as they do not tend to displace the 
correct alignment of the fragments. 

In median or low fractures any position is good 
provided it maintains normal rotation. The selec- 
tion of the position should be based on the patient’s 
age, the state of the skin, the muscular develop- 
ment, etc. There is no one apparatus suitable for 
all humeral fractures, but there are many types for 
a given fracture. The important point in the treat- 
ment is the preservation of the normal rotation of 


the limb. W. A. BRENNAN. 
Speed, K.: The Treatment of Fracture of the 
Femur. Arch. Surg., 1921, ii, 45. 


Speed has collected from the records of the Cook 
County Hospital, Chicago, for the last three years 
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the reports of 526 cases of fracture of the femur 
which were under observation for some time. Four 
of the series were compound fractures. 

Three hundred and twenty-eight of the patients 
were males, and 198, females. The right femur was 
affected in 271 cases; the left, in 255. 

The total deaths of the series numbered 56 (11 
per cent). Twenty-two deaths were attributed to 
pneumonia complicating the fracture. Other causes 
of death were multiple fracture, nephritis, myocar- 
ditis, infection, and lung abscess. 

The methods of treatment employed were: rest 
in bed, the use of sand bags, supporting the patient 
in the sitting posture in bed with pillows, etc., in 
35 cases; the application of the Thomas splint with 
suspension traction in 25 cases; vertical extension 
in the cases of children in 56 cases; Buck’s extension 
sometimes combined with the use of Liston’s splint, 
a double inclined plane, and molded plaster-of-Paris 
splints, in 97 cases; the use of the fracture table, 
extension, and a cast in 113 cases (21 per cent); 
and the application of splints of plaster and wood in 
8 cases. In regard to 192 cases (36 per cent) the 
treatment is not stated. 

The results when the patients were discharged 
from the hospital are summarized as follows: 
shortening, 1% to 2!4 in., 1o1 cases; left hospital on 
crutches, 189 cases; left hospital in cast, 39 cases; 
able to walk, 51 cases; and non-union (questionable), 
6 cases. In 240 case records (47 per cent) the condi- 
tion at the time of discharge from the hospital is not 
stated. 

The total number of operations performed to 
reduce these fractures was 51. The total number of 
deaths following operative interference was 4 
(about 8 per cent). In order to improve the results, 
Speed makes the following suggestions for standard 
treatment: 

The patient with a fractured femur should be 
treated ina hospital. The fracture should be exam- 
ined with the X-ray, reduced, and splinted at once 
so that extensive muscle infiltration and contraction 
will be prevented. The distal bone fragment over 
which the surgeon has control must be brought into 
a plane of normal relationship to the proximal 
fragment. 

Fractures of the neck of the femur in childhood are 
frequently only epiphyseal separations with little 
displacement. The causative trauma may be over- 
looked and gradual displacement due to the change 
in the angle of the femoral neck and shortening 
frequently follow as the patient bears weight on the 
injured leg. The gradual displacement of the shaft 
upward is associated with a process of repair. There- 
fore if the diagnosis is not made early, the neck may 
be molded after several weeks into a firm bony 
mass and an open operation will be necessary to 
effect reduction. 

If the fresh fracture has resulted in complete 
separation, either through the epiphyseal line of the 
neck or at the base of the neck, the shaft is usually 
moved upward, backward, and outward. Hence 
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to reduce the fracture, the distal portion of the limb 
over.which the surgeon has control must be lifted 
forward, rotated inward, and then drawn to normal 
length. This should be followed by abduction to 
the limit so that the greater trochanter is opposed 
to the rim of the acetabulum and the side of the 
pelvis and the neck is brought into alignment and 
contact with the head, aided partly by the capsular 
ligament and the resistance of the head against the 
acetabulum. While the leg is in extreme abduction 
the patient should be placed in a plaster of Paris 
cast extending from the nipples to the toes. This 
should be kept on for from eight to twelve weeks. 
Weight should not be borne on the limb for from 
three to six months thereafter. 

The same treatment is applicable to fractures of the 
neck of the femur in adults, whether impacted or not, 
unless the patient’s physical condition prevents 
active treatment. 

In old fractures in adults it may be difficult to 
maintain bony contact. Consequently, to secure 
bony union it has been considered best to introduce 
a bone peg through the trochanteric region in the 
head while the limb is in a position of extreme abduc- 
tion. 

Probably not more than 15 per cent of fractures of 
the neck of the femur in adults result in bony union 
unless treatment by extreme abduction is given. 

The most common deformity requiring treatment 
after vicious union of fractures of the neck of the 
femur is coxa vara. For such cases an osteotomy 
alone promises a better result. 

Ununited fractures of the neck of the femur de- 
mand treatment when the patient desires to be re- 
lieved of the resulting disability. Speed believes 
that in suitable cases any method which will freshen 
the fractured surfaces and maintain them in apposi- 
tion is sufficient. In his opinion the value of the 
autogenous bone peg inserted through the neck into 
the head has been overrated. 

When the neck fragment has been absorbed by 
use and improper treatment and when the head is 
atrophied so that only the articular portion which 
does not project beyond the acetabular margin 
remains, it is difficult to bring the fragments into 
apposition. In cases in which there has not been 
great absorption of the neck, Speed’s treatment is as 
follows: 

The fragments are freshened through an anterior 
incision and an autogenous bone peg is then inserted 
from the trochanter into the head while traction is 
maintained and the extremity is abducted and ro- 
tated inward. When the patient is over 50 years of 
age and there is less probability of obtaining bony 
union of the head to the neck it is better to produce an 
ankylosed hip by driving the bone peg clear into 
the pelvis. 

Most intertrochanteric fractures are due to direct 
violence. The plane of fracture runs diagonally 
from one trochanter to another, and either or both 
trochanters may be broken off and_ separated. 
Traction will easily restore full length, and the swing- 


ing of the limb outward to full abduction restores 
the neck angle. A plaster of Paris cast applied 
while the patient is on the fracture table in this 
position gives excellent results. If there is impaction 
and it is impossible to confine the patient te bed, 
sand bags or pillows and a sitting position will 
frequently give a satisfactory result but there will 
be some shortening. 

Statistics show a higher mortality from inter- 
trochanteric fractures than from fractures of the 
neck of the femur and the author therefore advises 
great care of the heart and lungs in such cases. 

Fractures of the trochanters alone do not often 
demand unusual treatment. If the greater trochan- 
ter is widely separated by the attached muscles, it 
may be pegged to the rest of the bone and the leg 
immobilized in abduction. Usually abduction or 
og in bed for two ocr three weeks results in a useful 
eg. 

In cases of subtrochanteric fracture the best 
method of treatment is continuous suspension 
traction with the Hodgen or Thomas splint bent 
at the knee. 

The most common site of fractures of the shaft of 
the femur at any age is the middle third of the 
diaphysis. In the treatment the aim is to restore 
length by approximating the end of the fragments 
and to maintain a normal limb axis in both a hori- 
zontal and longitudinal plane. 

The use of plaster casts for fractures of the shaft 
of the femur, except in cases of green-stick or in- 
complete fracture with little displacement, should 
be discarded. In the cases of children the best 
results are obtained by suspension traction treat- 
ment. 

In cases of supracondylar fractures the treatment 
must be prompt. When the fracture is incomplete 
or a green-stick fracture and when there is only 
slight displacement, extension ona fracture table with 
pressure of the fragments back into line, followed by 
the application of a molded plaster splint for four 
weeks, will give good results. 

Bicondylar, T, and Y fractures of the knee joint 
are treated best by strong continuous extension in 
semiflexion. Manual pressure on the fragments 
may aid the reduction. When this fails, an open 
operation is necessary and should be performed 
within eight days. These are true articular fractures 
and the operation is an arthrotomy. 

Two methods of approach are offered. The best 
approach is obtained by sawing the patella longi- 
tudinally and retracting the extensor mass over the 
femoral condyles. The fragments should then be 
brought together and maintained in contact by 
means of an ivory screw or nail driven in laterally. 
The joint should be carefully and completely closed. 
The cther approach is obtained through a large 
U-shaped incision extending to just below the tibial 
tubercle so that the insertion of the patellar tendon 
can be chiseled free and the joint exposed. 

For condylar fractures the best treatment is 
continuous extension in a straight line aided by 
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manual pressure. Semiflexion ha, failed in the 
author’s cases. 

Speed’s conclusions from this study are as 
follows: : 

1. Because there is no accepted American stand- 
ard of results following fracture of the femur, there 
is no American standard of treatment. 

2. A large percentage of fractured femurs are 
cared for by the first physician who sees them; 
specialists are not employed to direct the treatment. 

3. Not sufficient use is made of abduction or 
suspension traction such as is obtained by the 
Hodgen or Thomas splint in fractures of the shaft 
and allows knee motion during the course of bone 
repair without disturbing the extension. 

4. Portable roentgen-ray outfits should be fur- 
nished all hospitals treating fractures of the femur 
so that the results of treatment can be checked as 
frequently as desired. 

5. There have been too many operations per- 
formed on fractured femurs by inexperienced opera- 
tors and withcut proper indications. 

6. Very little attention is given to massage and 
clectrical stimulation of the muscles during bone 
repair and still less to the after-treatment. There- 
fore many patients are permitted to bear weight on 
a soft callus and disability results. Walking calipers 
are little used. 

7. Every patient with a fracture of the femur 
should be directed to a hospital for roentgen-ray 
examination, correct treatment by any of the accep- 
ted methods, and after-treatment. The after- 
treatment includes fitting him with a walking caliper 
as soon as he is able to walk or on his discharge from 
the hospital. 

8. As fracture tables are of aid in the reduction of 
a fracture and in external splinting with plaster 
of Paris, every hospital receiving cases of fracture 
of the femur should possess such a table. Careful 
records should be kept on a fracture record sheet 
such as has been compiled by the American Surgical 
Association so that a large number of average 
results may be grouped and treatment looking 
toward the ideal may be worked out. 

G. W. Hocurern. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Albee, F. H.: Restoration of Shoulder Function in 
Cases of Loss of the Head and Upper Portion 
of the Humerus. Surg., Gynec. & Obst., 1921, 
XXxli, I. 

Loss of the head and upper part of the shaft of 
the humerus is not an infrequent occurrence. Such 
cases have been classified by the author into two 
groups with respect to surgical treatment: Group 
1, those in which the injury to the muscles is not so 
great as to prevent the reconstruction of a movable 
and functioning shoulder joint; and Group 2, those 
in which it is impossible to restore motion and func- 
‘tion. Group 1 is further subdivided into cases in 
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which the individual muscles may be used, and those 
in which motion may be obtained by reconstructing 
the muscles in groups. 

The author reports 4 cases operated upon. The 
first belongs to Group 1a, the second and third to 
Group 1b, and the fourth to Group 2. 

In Case 1 it was necessary to remove the upper 
4% in. of the humerus because of giant-cell sar- 
coma. ‘This was replaced at the same operation by 
the head and upper 4 in. of the fibula which was 
reamed and driven firmly into the marrow cavity 
of the humerus. The capsule was then replaced 
and the muscles properly inserted by means of 
kangaroo-tendon ligatures through drill holes. A 
shoulder spica was applied for twelve weeks. At 
the end of this time the X-ray showed firm union 
of the graft. Subsequently there was ranid develop- 
ment of function. Six months after the operation 
the patient slipped and by reaching out for support 
fractured the graft. A spica was again applied for 
twelve weeks. On its removal the X-ray showed a 
firm splinting callus about the fracture. Function 
rapidly increased and after eighteen months there 
was no recurrence of the sarcoma. 

Case 2 was similar to Case 1 except that the de- 
ficiency of the head of the humerus resulted from 
non-union of a fracture with subsequent infection 
and removal of the upper 4 in. The patient was a 
professional pianist. It was necessary to attach the 
muscles en masse upon the head of the transplanted 
fibula. Eleven months after the operation the return 
of function was so marked that she was able to 
continue her professional work. 

In Case 3, that of a soldier, there was total loss of 
the upper portion of the humerus caused by frag- 
ments from a high explosive shell. A transplant of 
the head and part of the shaft of the fibula was made 
and after two months good bone proliferation was 
found. Vocational training played a decided part 
in the recovery. After fourteen months the patient 
was able to return to his machine shop and the X-ray 
showed the arm to be strong and stable. 

In Case 4 the destruction of the muscles, due to 
the original injury caused by a high explosive shell 
and subsequent infection and operations, was so 
extensive that the restoration of motion in the 
shoulder joint was out of the question. It was 
necessary to look to the scapulothoracic muscles for 
the propelling power. In this case the author de- 
vised a T-shaped graft to form an ankylosis of the 
humerus with the scapula. The acromion process 
was mortised, the glenoid cavity denuded and mor- 
tised, and a tunnel then made in the humerus. 
A large graft 114 by 8 in. was taken from the an- 
terior internal surface of the tibia and divided into 
a larger and smaller graft. One end of the larger graft 
was placed in the mortise of the acromion and the 
other inthe tunnel inthe humerus. The smaller graft 
was placed in the mortise of the glenoid cavity and 
fastened at one end with kangaroo-tendon to the 
first graft to reinforce it. The arm was immobilized 
by a plaster spica for twelve weeks; at the end of 
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this time the X-ray showed a considerable amount 
of newly formed bone. Functional improvement 
was rapid until five months after the operation 
when the patient attempted to lift a weight over 
150 lbs. and fractured both grafts. Operation was 
performed immediately and thin grafts were placed 
along the points of fracture. A spica was worn for 
four weeks. Four months later a considerable 
degree of function had returned, but the ultimate 
outcome of the case was made questionable by the 
fracture. 

In summing up, the author states that in his 
opinion the old posture used in the treatment of 
fracture of the upper part of the humerus should be 
abandoned because of the uncalculated action of 
the supraspinatus and subscapularis muscles which 
place the fractured surface of the upper fragment 
anteriorly so that the lower fragment often comes in 
contact with the slippery spherical side of the head 
and non-union results. He suggests instead that the 
arm be elevated forward at right angles to the trunk 
so that alignment is correct. For this purpose 
he uses a light cast with the forearm flexed close to 
the body and supported by a trusswork of plaster. 

Vocational therapy Albee regards as valuable 
from several standpoints. Active motion is very 
potent in restoring function; it stimulates bone 
production and union and arouses in the patient a 
desire for accomplishment. R. V. Funston. 


Corner, E. M.: Amputations: The Effect of War 
Knowledge on Teaching, Practice, and After- 
Care. Lancet, 1921, cc, 114. 


A study of the amputations performed during the 
war has shown that some stumps are more useful 
than others because they are more easily fitted with 
an artificial limb. 

In the lower limb, amputation through the tarsal 
region has been abandoned because, when the front 
of the foot is sacrificed, the patient loses all spring. 
As the foot is largely a passive agent for transmitting 
pressure, it is more easily and satisfactorily replaced 
by the artificial limb. Amputation through the 
middle of the leg is preferable to the Syme amputa- 
tion. Retention of the patella as in the Stokes- 
Gritti method is not necessary. The procedure of 
choice in amputation in the thigh requires a long 
anterior and a short posterior flap. At the hip joint 
amputation through the neck of the femur by means 
of an anterior racquet incision is preferred. It is of 
little use to amputate less than 3 in. above or below 
the level of the knee joint or less than 3 in. below 
the lesser trochanter. 

All amputations of the forearm are done with 
equal anterior and posterior skin flaps and circular 
division of the muscles and bone. In the upper arm 
a circular incision is used, an internal incision being 
made over the vessels when close to or at the shoulder 
joint. A stump less than 3 in. below the elbow is 
useless. 

The linear or guillotine amputation was found to 
have merit during the war. In subsequent opera- 


tions the upper limb was often cinematized or re- 
amputation was done to adapt the stump for limb- 
fitting. Re-amputation has the advantage that 
all nerve ends and scar tissue are removed com- 
pletely. The regeneration of nerve ends into still 
infected scar tissue may be responsible for the return 
of pain. 

Light metal limbs have been found best in the 
early use of stumps of the thigh. It is well to en- 
courage the patient to return to work and healthy 
surroundings as soon as possible. J. I. Lt. 


Lenormant, C., and Lebrun, M.: Two Cases of 
Osteosynthesis for Fractures of the Elbow 
Complicated by Luxation (Deux cas d’ostéosyn- 
thése pour fractures du coude compliquées de luxa- 
tion). Presse méd., Par., 1921, xxix, 41. 


The first case reported was a fracture of the 
epitrochlea with luxation of the two bones of the 
forearm backward and outward and interposition 
of the detached fragment in the articular interline 
so that reduction of the fracture was impossible. 
It is usual in such cases to remove the misplaced 
fragment by arthrotomy, but in this instance it 
appeared more rational to replace the fragment in 
its correct position after reduction of the luxation 
and to fix it by means of a screw. The luxation 
recurred but was again reduced without incident and 
a perfect anatomical and functional result was 
obtained. 

The second case was an oblique fracture of the 
base of the olecranon with forward luxation of the 
two bones of the forearm. The fracture was com- 
plicated, the point of the olecranon fragment having 
perforated the skin behind. This type of fracture 
and luxation is rather rare; a bloodless reduction is 
not satisfactory. The first two attempts to maintain 
the reduction of the luxation by osteosynthesis with 
Lambotte plates failed, and it was only in a third 
attempt by the use of a strong plate and wire that 
solid fixation was obtained. The result was perfect 
reduction of the luxation and consolidation of the 
fracture with preservation of about two-thirds of 
the flexion-extension movement. W. A. BRENNAN. 


Brooks, B.: Exarticulation of the Hip Joint, with 
Preliminary Ligation of the Common Iliac 
Artery. J.Am. M. Ass., 1921, lxxvi, 94. 


Various methods for the control of bleeding during 
exarticulation of the hip have been devised. McBur- 
ney reported 3 successful cases of hip joint amputa- 
tions in which the common iliac artery was tem- 
porarily compressed during the period of division 
and ligation of the vessels in the amputation wound. 
Halsted reports 30 cases in which the common iliac 
was permanently occluded without amputation 
of the extremity and states that uncomplicated 
permanent ligation of the common iliac artery is not 
apt to be followed by gangrene of the extremity. 
It would seem, therefore, that the common iliac 
artery might be permanently ligated preliminary to 
hip joint exarticulation without fear of gangrene in 
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the amputation flaps. The author reports a case 
in which this operative procedure was carried out. 

The patient, a laborer aged 54, was admitted to 
the hospital June 1, 1920. The left thigh was tre- 
mendously swollen, the skin was shiny and tense, 
and on palpation a sensation of deep fluctuation was 
noted. The femur had been fractured February 
14.1920, and there had been no union of the bones. 
Very little tenderness and little pain was felt on 
movement of the extremity. A roentgenogram 
revealed extensive destruction of the middle third 
of the shaft of the femur. The patient’s tempera- 
ture was ror and his pulse 120. 

A diagnosis of osteomyelitis or neoplasm was 
made. An exploratory incision in the thigh was 
followed by uncontrollable hemorrhage. A tourni- 
quet was applied and a mid-thigh amputation per- 
formed. During the operation the patient’s pulse 
rose to 160 and his condition became alarmingly 
grave. It was clear that the amputation was made 
through tumor tissue. Microscopic examination 
of the tumor showed it to be a spindle-cell sarcoma. 

The patient made a slow recovery from the opera- 
tion. In order to save him from an ulcerating sar- 
coma of the thigh stump, an exarticulation of the 
hip joint was advised. 

On July 2 an abdominal incision was made at the 
medial border of the left rectus at the level of the 
umbilicus. The left common iliac artery was easily 
exposed through a small incision in the posterior 
peritoneum and tied tightly with a double strand 
of braided silk. The ligature was placed halfway 
between the bifurcation of the aorta and the origin 
of the hypogastric artery. The abdomen was 
then closed. 

The stump of the thigh having been flexed and 
abducted, the anterior and posterior flaps of the skin 
werecut. The femoral vein and artery were isolated, 
clamped, divided, and tied. The incision was car- 
ried through all the soft tissue down to the neck of 
the femur. The capsule of the hip joint was incised 
and the head of the femur exarticulated. In cutiing 
through the soft parts bleeding from the sacral and 
the obturator arteries was noted. This bleeding 
occurred with considerable force and the blood was 
bright red. The streams did not pulsate. All of 
the soft tissues bled, but no more than half a dozen 
hemostats were applied as all except the bleeding 
from the largest arteries quickly ceased. 

The amputation wound was closed around a 
small cigarette drain at the lateral end of the inci- 
sion. 

The postoperative course was uneventful. The 
flaps healed by first intention and there was no dis- 
coloration of the skin. 

In this case it was certain that the complete oc- 
clusion of the common iliac artery did not com- 
pletely arrest the blood stream in the sacral and 
obturator arteries. From experimental work the 
author has been able to show that even a small blood 
stream to an extremity may be sufficient to preserve 
its complete vitality. 
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If preliminary ligation of the common iliac artery 
always resulted in the diminution of the blood 
stream, as in this instance, it might be possible to 
make amputations much more complete without 
serious operative risk. 

Four months after the operation the patient weigh- 
ed 25 lb. more than at the time of the fracture, and 
showed no evidence of recurrence of the neoplasm. 

G. W. Hocurern. 


Walker, J. B.: Bone Grafting: A Study of a Series 
of Cases Operated Upon in U. S. Army Hos- 
pitals. Ann. Surg.. 1921, Ixxiii, 1. 


Among 215,423 wounded in the A. E. F., there 
were about 25,000 fractures, and of these, 15,165 
involved the long bones. Up to January, 1921, 905 
cases of non-union (6 per cent) had been reported. 
Of these cases 611 were treated by bone grafting; 
189 by means of Lane plates; 52 by suture with 
wire; and 54 by suture with kangaroo-tendon or 
chromic catgut. 

Grafts were taken from the tibia in 338 cases. In 
98 cases a sliding graft was employed. Pegs made 
from boiled beef bone were used in 25 cases, and 
pieces of rib in 31 cases. 

Loss of substance between the separated ends of 
the fragments in cases in which it was reported 
averaged from 4 to 5 cm. : 

Fracture of the graft occurred in a considerable 
number of cases. The author calls attention to the 
necessity of immobilizing the limb firmly in a 
plaster of Paris cast for from eight to ten weeks. 
In addition, a supporting apparatus should be worn 
for several weeks longer, especially in cases of frac- 
ture of the lower extremity. 

In 48 per cent of the rated cases the disability 
after treatment was 25 per cent or under; in 22 
per cent, it was between 25 and 35 per cent; and 
in 8 per cent, it was over 51 per cent. 

In order to obtain the best results in bone- 
grafting sufficient time must be allowed for the 
complete subsidence of the original infection before 
operation is attempted. 

Autogenous grafts taken from the tibia proved to 
be the best material for bone grafting in fractures 
of the long bones. G. W. Hocurer. 


ORTHOPEDICS IN GENERAL 


Lovett, R. W.: The Operative Treatment of Infan- 
tile Paralysis. Surg., Gynec., & Obst., 1921, xxxii, 
20. 


Lovett discusses briefly the indications for 
operative treatment in infantile paralysis and then 
describes in greater detail the operative procedures 
which may be applied to this condition. As the 
various cases differ so decidedly and each presents 
its own operative problem, he urges that before 
deciding upon his line of treatment the surgeon 
ask himself the following questions: What am I 
trying todo? Is it worth doing? Am I doing it? 
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The object to be obtained by operation is to help 
the patient who is able to walk, to walk more easily, 
and to help those who cannot walk, to walk. There 
are, therefore, two classes of operations: (1) those 
designed to relieve deformity, and (2) those designed 
to aid the muscles to act more advantageously. 

For flexion contractures of the hip Lovett 
advocates Soutter’s operation as most thorough 
and effective, while for paralytic dislocation of the 
hip in young children he recommends plication 
of the capsule rather than an arthrodesis. Flexion 
contractures of the knee he treats by applying a 
plaster cast to the knee, dividing the cast behind 
the joint, and inserting thin wedges of wood to 
straighten the knee. This procedure is simple and 
very effective. 

Equinus deformity of the foot is easily relieved 
by tenotomy of the Achilles tendon but this should 
be done with caution. When the anterior muscles 
are badly paralyzed tenotomy may result in a flail 
ankle and therefore should be combined with 
tenodesis or the insertion of an artificial ligament. 
In cases of complete paralysis of the quadriceps a 
moderate amount of equinus is an aid as it assists in 
locking the knee in extension. The equinus defor- 
mity often yields to stretching by plaster. 
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After the deformities have been relieved by oper- 
ation the patient may be taught to walk by the 
tripod method. While this method is not entirely 
= it is a few degrees better than a wheel 
chair. 

In considering the second class of operations, i.e., 
those performed to enable the patient to use the 
muscles to better advantage, the first step is to 
analyze the gait carefully in order to determine 
what muscle is responsible for the difficulty. If 
the difficulty is in the gluteus medius or maximus 
there is no satisfactory operative measure, but 
apparatus is of some help. 

Below the knee, tendon transplantation, tenode- 
sis, and astragalectomy are the most favcrable 
operations. These procedures the author discusses 
at some length. 

In the upper extremity the considerations are 
more complex. Two factors are necessary before 
any operation may be considered. These are: (1) 
flexion power in the hand and fingers, and (2) the 
ability to move the scapula on the thorax. At the 
shoulder the operation of choice is an arthrodesis. 
In the hand, tendon transplantation is often of 
value but each operation must be worked out on 
anatomical grounds. B. H. Moore. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Scalone, I.: The Operative Treatment of Pott’s 
Disease (Processo per il trattamento operatorio del 
morbo di Pott). Chir. d. organi di movimento, 1920, 
iv, 505. 

The steps in the method employed by Scalone in 
the treatment of Pott’s disease are as follows: 

1. A median incision is made in the skin with 
its center at the kyphos or diseased focus as diag- 
nosed from the seat of the vertebral pain or the 
radiological findings. It is then extended for the 
space of two or three spinous processes above and 
below this focus. 

2. All the aponeurotic and muscular soft parts 
are dissected so as to lay bare the lamine through- 
out the whole length of the incision. 

3. The periosteum is reflected down to the cortical 
layer of the bone. 

4. Two small pieces of bone about 21% cm. wide 
and sufficiently long to fix the portion of the verte- 
bral column it is desired to immobilize are cut from 
the tibial diaphysis. These grafts include the perios- 
teum and many reach to the medullary canal. 

5. The two bone grafts are placed in two lateral 
grooves in such a way that their bleeding surfaces 
rest on the abrased surfaces of the vertebral laminz. 
They are not fixed by sutures. 

6. The spinous processes are fractured close to 
the base in such a way that they reinforce the pos- 
terior median line of the vertebral column as in 
Hibb’s operation. 

7. The soft parts are sutured over the grafts, and 
the skin then sutured. 


The advantages of this technique are: 

1. The depth to which the grafts are inserted 
assures their taking and vitality inasmuch as they 
are surrounded by an extensive bleeding bone sur- 
face and tissues with good circulation. 

2. The taking of the grafts is guaranteed also by 
the fact that they are little exposed to infection. 

3. The technique is very simple as special instru- 
ments, such as Albee’s saw, are not required. 

4. Grafts of any size and shape can be placed in 
the two paramedian grooves without adapting them 
to the kyphos. 

5. The duplication of the grafts prevents failure 
in case one of them becomes necrosed, and when 
both of them take, the vertebral column is strength- 
ened more solidly. 

6. Bilateral paramedian grafts are particularly 
adapted for cases with marked kyphos in which 
Albee’s technique is difficult and there is danger of 
fracture of the graft. 

7. The fracture and the thickening of the spinous 
processes along the median line as in Hibb’s tech- 
nique are added so that in the definite anatomical 
repair there is an extensive synostosis at the two 
sides of the vertebral column due to the two grafts 
and also a median synostosis along the line of the 
spinous processes. W. A. BRENNAN. 


Sharpe, N.: Tumor of the Spinal Cord and Its 
Membranes. Med. Rec., 1921, xcix, 93. 


Sharpe reports two cases illustrating how tumor 
of the spine may simulate organic disease, and the 
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amount of compression the cord can successfully 
withstand if it is applied gradually. 

The first patient was a woman 28 years old. She 
had always been healthy but very nervous. In the 
summer of to18, while nursing her mother and 
taking care of the rest of the family, she noticed 
transitory attacks of trembling and weakness of the 
left leg. A few months later this weakness appeared 
in the right leg. Subsequently spasticity of both 
legs developed. 

When first seen by the author in June tgr19, 
the patient showed a spastic paraparesis of the 
lower extremities, exaggerated reflexes, slight 
double ankle clonus, more marked in the left side, and 
a double Babinski. The upper abdominal reflexes 
were present and equal, but the lower right ab- 
dominal reflex was feeble and the left was absent. 
Tremor of the hands, intentional in type, and later 
nystagmoid twitchings in both eyes were noted. 
The optic discs were normal. There were no sub- 
jective or objective sensory disturbances and no 
pain at any time. A diagnosis of multiple sclerosis 
was made. Lumbar puncture a month later gave 
normal pressure findings, a normal clear fluid, and a 
negative Wassermann. The blood Wassermann was 
also negative. 

The patient was lost sight of until January, 1920, 
at which time her condition had markedly changed. 
There was a complete spastic paralysis of both legs 
to the hips; motor power was entirely abolished 
except in two toes of the left foot. There was 
hyperesthesia to all forms of sensation below the 
umbilicus. Touch sense was better maintained than 
pain and thermal sense. There was no tenderness 
over the spine and no disturbance of the sphincters. 
Lumbar puncture at this time showed few cells and 
a slight increase in globulin. A diagnosis of cord 
tumor near the tenth thoracic segment at the 
level of the seventh thoracic vertebra was made. 
The X-ray examination of the spine revealed noth- 
ing abnormal. 

Laminectomy was done February 5, 1920, the 
lamine of the sixth, seventh, and eighth thoracic 
vertebra being removed. A large extradural tumor 
the size of a hen’s egg was found occupying the left 
portion of the spinal canal. Very marked erosions 
of the transverse arches and the lamine of the 
seventh and eighth vertebre had occurred. The 
foramina of the seventh and eighth left posterior 
spinal roots were eroded and the roots flattened to 
ribbons. With the removal of the tumor normal 
pulsation returned in the portion of the cord com- 
pressed and the dura was not opened. 

The patient made an uneventful recovery. Five 
months after the operation she walked normally 
with no trace of spasticity, was able to dance, did 
all her housework, and had resumed her normal life. 
The knee jerks were still plus and there was a double 
Babinski. Ten months after the operation the 
patient was well. 

The tumor was reported by the pathologist to be 
an atypical spindle-cell sarcoma with many giant 
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cells and many unidentified crystals at the posterior 
pole where the capsule was missing. 

The second patient was a male, 16 years of age. 
At the age of 12 he was struck by a street car, 
receiving general and severe bruises. He was not 
aware that his back was hurt. Three years later, 
in the fall of t919, he had occasional shooting pains 
in the back and legs which were associated with 
slight tenderness of the back in the lower thoracic 
region. The pain in the back was increased by 
stooping. These transient pains continued until 
March 1, 1920, at which time complaint was made 
of a “pins and needles” sensation in the legs and 
weakness in both knees which occasionally caused 
the leg to give way. The condition was diagnosed as 
either polyneuritis or a beginning myelitis. The 
author saw the patient on March 23. At this time 
there was a flaccid paralysis of both legs to the 
groin, with marked wasting and atrophy of the 
muscles. Knee and ankle jerks were absent. Motor 
power was completely abolished except in the toes 
of the left foot. Tactile sense was preserved, but 
there was hyperesthesia to pain and temperature 
in both legs. Sphincter disturbance was present 
but not marked. Tenderness to pressure was found 
over the spine from the eleventh thoracic to the 
second lumbar vertebra. The X-rays revealed 
nothing abnormal in the spine. 

An exploratory laminectomy was performed 
March 29, 1920. When the laminz of the twelfth 
dorsal and first lumbar vertebra were removed a 
bulging dark red mass was revealed which entirely 
filled the spinal canal. Removal of one spinous 
process and the lamine above disclosed a normal 
pulsating dura. Removal of the laminz below ex- 
posed a bluish congested dura without pulsation. 
The large part of the dark red mass was removed by 
blunt dissection. It came away in friable, laminated 
sections and consisted apparently of organizing 
blood clot. Beneath the dark red mass was a band 
of dense yellowish fibrous tissue 1 in. wide which 
encircled the dura and closely adhered to it. This 
was divided and dissected from the dura with great 
difficulty. With division of the constricting band 
normal pulsation appeared in the dural sac below 
the lesion. The dura was not opened and the wound 
was closed with one drain down to the tumor site. 

A profuse, grumous bloody discharge occurred 
for two days after the operation. A low-grade 
suppuration followed but speedily cleared up under 
treatment with Dakin’s solution. The pain in the 
back disappeared with the operation. Three months 
later the patient was able to walk up and down stairs 
and across a room unaided. The muscles had 
rounded out and the left leg was almost normal in 
size and strength. The right leg was still weak but 
improving. He was still improving steadily when 
seen eight months after the operation. 

Pathologic examination showed the tumor to be an 
endothelial angioma springing from the connective 
tissue. Doubt was expressed as to its malignancy. 

Marcaret I. MALONEY. 
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CLINICAL ENTITIES — GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Parker, H. L.: Juvenile Tabes; A Review of the 
Literature and a Summary of Seven Cases. 
Arch. Neurol. & Psychiat., 1921, v, 121. 


A clinical picture resembling that of tabes dorsalis 
seen in adults was noted in a certain number of 
children with syphilitic parentage and positive find- 
ings of syphilis examined at the Mayo Clinic. This 
suggested a review of the literature of the past twenty 
years for reports and discussions of similar cases. 

A great number of articles have been written on 
juvenile tabes and the authors agree on many points, 
such as the symptoms and physical signs. Remak, 
in 1885, described the first case of the disease. Later 
many other cases were recorded in series by Hirtz 
and Lemaire, Cantonnet, Lasarew, and Marburg. 
There no longer remained any doubt as to the exist- 
ence of such a disease; moreover, points were estab- 
lished which distinguished it from the adult type. 

Juvenile tabes is more rare than juvenile paresis; 
there are about ro cases of the latter to 1 of the for- 
mer in any group of juvenile neurosyphilitics. 
Juvenile tabes dorsalis due to inherited syphilis is 
much more common than that due to acquired 
syphilis. In all cases a close study of the sera of the 
patient and his immediate relatives is essential as 
more stress is to be laid on the presence of syphilis 


than on any other one physical sign, such as ataxia. 
Tabes dorsalis has no special sex difference except 


that it is more common in the male adult. The 
average age at which the diagnosis is clear is 14 
years. The history of many cases in the literature 
supports the assumption that the infection is ac- 
quired early; there are instances of infection at 5 
years of age and even earlier. A remarkable feature 
of the disease is the frequency with which the parents 
of the child are found to have tabes dorsalis or pare- 
sis. This introduces the question as to the specificity 
of spirochetes in the production of'a certain type 
of neurosyphilis; a family predisposition to syphilit- 
ic disease of the nervous system is also suggested. 

The course of the disease is protracted. Patients 
who have been followed for as long as ten years have 
shown little change provided they have kept the 
clinical picture of tabes dorsalis. Frequently paresis 
develops and when this change is instituted the de- 
generative course is rapid. 

Authors are in general agreement on the fact 
that, while any symptoms found in the adult type 
of the disease may be present in the juvenile type, 
there is a difference in the frequency of the symp- 
toms and signs and in the order of their occurrence. 
Incontinence of urine and bed wetting were con- 
sidered the earliest and most frequent symptoms, but 
next in importance are optic atrophy and blindness. 
Optic atrophy is more common in young persons 


than adults. Lightning pains are common and are 
observed as often in young persons as adults, but 
are not so frequent as optic atrophy and blindness. 

Sensory changes were present in many of the cases 
recorded, but there was some difference of opinion 
as to their frequency and severity. Ataxia was very 
infrequent. Two-thirds of adults with tabes have 
ataxia, while only one-third of young persons with 
tabes are so affected. Gastric crises were present in 
about 19 per cent of the cases recorded and Rom- 
berg’s sign was seen in about 75 per cent. Patellar 
reflexes were absent in about 80 per cent; in the 
juvenile type of the disease this is as common a 
sign as in the adult type. Nonne recorded a case of 
juvenile tabes with Charcot joint. 

Most of the literature reviewed was written 
before syphilis was established as the direct cause 
of tabes dorsalis and when in the diagnosis more 
stress was laid on the presence or absence of certain 
physical signs. Since the most prominent sign of 
locomotor ataxia is the ataxia, this was taken as a 
criterion of the presence or absence of the disease. 
Many cases were rejected because ataxia was not 
present and more were included in the series as 
cases of tabes dorsalis only because they were ataxic. 
At present a positive history of syphilis and a posi- 
tive Wassermann test of the blood and spinal fluid 
are relied on. 

Seven cases were selected from the records of the 
Mayo Clinic as cases of juvenile tabes dorsalis. 
These were studied from the point of view of the 
symptorhs, the course of the disease, and the 
physical signs, and were compared with the cases 
recorded in the past. Westphal’s sign was present 
in all 7 cases, while in 6 some degree of diminution 
of sensibility was found, in 4 the pupils were im- 
mobile, and in 3 Argyll Robertson pupils were noted. 
In 3 cases there was optic atrophy and in 3 there 
were lightning pains. In 3 cases there was incoér- 
dination, and in 3, evidence of congenital syphilis 
or syphilis outside the nervous system. In 3 there 
was hypotonia, and in 2, incontinence of urine. In 
only 1 was ataxia present. The serum Wassermann 
was triple positive in all but 1 case and in that case 
the spinal fluid test was positive. In 6 cases a spinal 
fluid examination was made; in 3 the Wassermann 
test was negative, but in 1 of these the cell count was 
36. A Lange test, performed on only 1 patient, had a 
“syphilitic” curve. Points worthy of note are the 
frequency of pupillary and sensory changes, optic 
atrophy, crises, lightning pains, and incoérdination. 
Three of the spinal fluids were negative to the Was- 
sermann test in spite of a positive blood serum. 
Hypotonia was present in 3 cases and 1 patient was 
able to adopt the most grotesque and extraordinary 
postures. Four patients had large irregular pupils 
with no reaction to light or accommodation. This is 
in contrast to the more usual myosis and Argyll 
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Robertson pupils of adults. The findings in the 7 
cases differ little from those reported previously 
except that incontinence of urine was not present so 
frequently. The meagre physical signs, the long 
insidious course of the condition, and the rarity of 
ataxia in these 7 patients agree well with what has 
been observed before. 


Crile, G. W.: The Mechanism of Shock and Ex- 
haustion. J. Am. M. Ass., 1921, lxxvi, 149. 


A man in acute shock or exhaustion is able to see 
danger, but lacks the normal muscular power to 
escape it; his temperature may be subnormal, and 
he lacks the normal power to create heat; he under- 
stands what is said to him, but lacks the normal 
power of response. In other words, he is unable 
to transform potential into kinetic energy in the 
form of heat, motion, and mental action, despite the 
fact that his vital organs are anatomically intact. 
His mental power fades to unconsciousness; his 
ability to create body heat is diminished until he 
approaches the state of the cold-blooded animal; 
the weakness of the voluntary muscles finally ap- 
proaches that of sleep or anesthesia; the blood 
pressure falls to zero; most of the organs and tissues 
of the body lose their function. 

The tissues and organs whose failure of function 
may cause acute exhaustion are the respiratory 
system, the circulatory system, the blood, the 
muscles, the suprarenals, the liver, and the brain. 

Park first suggested, and Bissell demonstrated, 
the presence of fat embolism in the lungs of patients 
who were diagnosed as being in surgical shock. 
Porter later concluded that shock was due mainly 
to diffuse fatty embolism of the lungs. P 

In cases of abdominal penetration there is little 
shock if there is no perforation of the hollow viscera 
and no hemorrhage, but if there is either perfora- 
tion or hemorrhage, or both, shock results. 

Exhaustion due to running, fever, trauma, an- 
wsthesia, excision of the liver, excision of the su- 
prarenals, hemorrhage, emotion, or insommia is 
not in any way related to the lungs. If there is a 
coexistent defect in the pulmonary function, however, 
exhaustion is produced more readily by trauma, 
emotion, fever, exertion, hemorrhage, etc. The 
author therefore concludes that the primary cause 
of exhaustion may be found in the pulmonary sys- 
tem, but that this is not often the case. 

Crile likewise believes that in the absence of 
primary disease causing changes in the blood and 
in the absence of hemorrhage, changes in the blood 
or in the blood pressure are a secondary rather than 
a primary cause of exhaustion. 

If the voluntary muscular system were exhausted 
primarily in shock, there would be prostration, low 
temperature, a lowered blood pressure but not the 
extremely low blood pressure often seen in shock, 
no sweating, and no loss of consciousness. There- 
fore it is apparent that primary exhaustion of the 
voluntary muscles could not be an adequate cause 
for all the symptoms of exhaustion. 
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Experimentally the suprarenals have been found 
to be factors in the primary cycle of exhaustion 
although their réle has not been accurately defined. 

Is the primary cause of exhaustion to be found 
in the liver? That the liver is necessary to the 
functional activity of the brain is proved by the 
following facts: 

1. After excision of the liver, the power of the 
brain to drive the organism, to transform potential 
energy into kinetic energy, such as heat or muscular 
or mental action, is rapidly diminished and com- 
pletely lost at the time of inevitable death, usually 
within a few hours. 

2. The brain cells show changes in their cytologic 
structure which are progressive from the moment 
the liver is excised. 

3. After excision of the liver the temperature of 
the brain falls progressively until death. 

4. In every type of exhaustion from whatever 
cause the cells of the liver invariably show cytologic 
changes, such as diminished power of differential 
staining, oedema, and eccentric position of the 
nucleus. 

5. Granting adequate circulation and respiration 
in a decapitated animal, the excision of the liver 
causes death earlier than decapitation or suprare- 
nalectomy. 

The integrity of the liver is essential to the work 
of the brain and to the elimination of the acid by- 
— of metabolism by the kidneys and the 
ungs. 

In the author’s studies of electrical conductivity 
he found that in exhaustion from any cause the 
effects upon the liver and the brain were exactly op- 
posite, that is, in extreme exhaustion the conduc- 
tivity of the brain was decreased and the con- 
ductivity of the liver was increased. 

With reference to the part played by the brain 
in the production of exhaustion the question comes 
up as to whether the brain is capable of exhausting 
itself primarily by its own excessive work or is 
exhausted only secondarily. 

The work of the brain is greater in proportion to 
the weight of its tissue than the work of any other 
organ of the body. The brain is the master tissue 
of the body. Therefore, when we speak of exhaus- 
tion as applied to ahuman being we mean exhaus- 
tion of the brain. M. I. MALONEY. 


Rosenheck, C.: Backache Due to Neurological 
Conditions. N. York M.J., 1921, cxiii, 138. 


Backache as a distinct neurological manifestation 
holds a secondary place in neurological affections. 
On account of the anatomical proximity of the back 
muscles to the spinal cord the natural presumption 
is that this symptom would at once obtrude itself 
in the clinical picture as a major symptom. 

The etiological factors involved in the causation 
of backaches in neurological affections is to be 
looked for in those morbid processes which at once 
affect the integrity of the dural covering and the 
dorsal roots. Degenerative diseases of the spinal 
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cord may cause backache, but the pain in these 
affections is insignificant and must be explained 
more on the ground of interference with the motor 
activities. Traumatic neuroses and neurasthenia 
are particularly prolific in producing painful and 
persistent backache. Quite recently the appellation 
‘“‘traumasthenia” has crept into the literature and 
the author believes this aptly describes the condition 
of traumatic neurosis. 

The pathologic processes which cause back pain 
obviously vary and are determined by the under- 
lying conditions. Broadly speaking, these are 
hemorrhage, inflammatory affections, and new 
growths. 

The neurological conditions which produce back- 
ache as a symptom are acute and subacute inflam- 
matory diseases, hemorrhage, new growths, de- 
generative diseases, and the neuroses. 

In epidemic cerebrospinal meningitis the backache 
very often ushers in the disease. The pain is diffuse, 
embracing the muscles in proximity to the entire 
vertebral column. 

In acute myelitis of the cord, pain in the back is a 
prominent complaint. It comes on early in the 
disease, but does not persist; with the appearance 
of the paralytic phenomena it usually subsides. 
The localization of the pain depends on the anatomi- 
cal situation of the infectious process. 

In Landry’s paralysis backache is apparently 
not a constant symptom. 

In the severe types of acute poliomyelitis with 
dural involvement backache is very severe and 
persistent and assumes the characteristics of the 
pain in cerebrospinal meningitis. It may be coinci- 
dent with the onset of the infection or precede it 
by a number of days. The spinal muscles are held 
rigidly as all movement, either volitional or induced, 
intensifies the distress. The pains persist through- 
out the acute phase of the disease and subside with 
the onset of the paralytic phenomena. 

In herpes zoster severe and persistent pains in the 
back often herald the advent of the condition. The 
pain is sharply localized and in approximate relation 
to the involved posterior root and its ganglion. It is 
described as gnawing and burning in character. 
With the appearance of the herpetic vesicles, the 
pains assume a radiating character and are definitely 
marked by the anatomical distribution of the inter- 
costal nerves. 

Hemorrhage affecting the spinal meninges (hama- 
torrhachis) is associated with backache of the most 
violent kind. The extravasation of blood may occur 
either in the epidural or subdural space. Almost as 
soon as the bleeding begins the irritative phenomena 
assert themselves. There is excruciating pain 
sharply localized and in approximate relation to the 
site of the hemorrhage. As the blood gravitates 
into the dural sac the pains travel downward and 
eventually involve all of the spine below the point 
of bleeding. The back muscles become very rigid 
and pressure or movement greatly increases the 
distress. 
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Hemorrhage into the cord substance (hema- 
tomyelia), if extensive, may produce backache as 
the result of lateral distention of the cord with 
consequent pressure on the dural covering and the 
posterior roots. The pain is of sudden onset, be- 
comes sharply localized, and is in approximate 
relation to the site of the hemorrhage. 

Hyperemia of the cord as a cause of backache 
was a common diagnosis and in great favor with 
the clinicians of the past. In the light of modern 
pathology the diagnosis of hyperemia of the cord 
belongs more to the realm of fancy than to fact. 
As a cause of backache, therefore, it may be left 
out of consideration. 

Déjerine has described a syndrome in inter- 
mittent claudication characterized by severe lum- 
bosacral pain with transient sensory and motor 
disturbances affecting the lower extremities. The 
author was able to confirm Déjerine’s observations 
in one of his own cases in which there was marked 
evidence of arteriosclerosis. 

The rare possibility of enlargement of the spinal 
veins in relation to unexplained backache is to be 
borne in mind. These vascular abnormalities give 
the clinical picture of new growths of the cord with 
all their attendant pressure effects. The character 
of the back pains, therefore, is to be interpreted 
from this viewpoint and merits no special descrip- 
tion. 

In a considerable number of tumors of the cord, 
particularly those of the extradural or intradural 
type, backache may be an early complaint. The 
character of the pains may be described as boring, 
burning, or a vague sense of pressure. Their localiza- 
tion depends on the site of the tumor mass. In the 
intramedullary type of tumor back pains are seldom 
present. 

Syphilitic affections of the cord and meninges 
readily assume the characteristics of tumors with 
pressure effects. Thus the localized or diffuse types 
of meningomyelitis may be ushered in by severe 
back pains. Such pains come on insidiously and 
may involve the entire musculature of the back. 
At times they are distinctly localized and then again 
may shift about and eventually become diffuse. 
The distress is increased by pressure on, or move- 
ment of, the spine. Rigidity of the muscles is not 
uncommon, and in some cases is very marked. 

Pain in the cervical region is a very early symp- 
tom in pachymeningitis cervicalis hypertrophica. 
It is sharply localized and characterized by its 
severity and persistence. It may be described as 
boring or pressing. Two patients under the author’s 
care described the pain as a combination of pressure 
and paresthesia. The muscles in the cervical area 
may be rigid and sensitive to pressure. The localiza- 
tion of the pain lasts for a variable period and is 
followed by the usual radiation indicating involve- 
ment of the posterior roots. 

Tabes dorsalis may begin with a persistent pain 
in the back but this is not permanent or character- 
istic. 
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Paralysis agitans, combined sclerosis, multiple 
sclerosis, and the various types of secondary tract 
degenerations may be associated with pain in the 
back at some time during their onset or course of 
development. 

In traumasthenia and neurasthenia backache is 
the chief symptom. In traumasthenia the backache 


follows soon after the primary effect of the injury © 


has passed away. The pain may be diffuse or lo- 
calized to the lower lumbar area. The distress is 
constant and increased by physical effort. It is de- 
scribed as a sense of weight and pressure, and there 
are areas of extreme tenderness to pressure. Rest 
has little, if any, influence in alleviating the pain. 
It may also assume a lancinating character and be- 
come associated with moderate paresthesia. 

The chief characteristics of the backache of 
neurasthzenia are the persistent and diffuse character 
of the pain, early fatigue of the back muscles after 
physical or mental effort, marked points of tender- 
ness over muscle segments, and evident emotional 
instability. 

When a patient complains solely of back pain the 
most thorough inquiry and examination should be 
made in order to discover its cause. The practitioner 
must always bear in mind the fact that backache is 
only a symptom of an underlying disorder which 
painstaking examination will reveal. 

The treatment of backache in neurological diseases 
is obviously the treatment of the underlying con- 
dition causing the disturbance. M. I. MALoney. 


Stokes, J. H.: Erythema Nodosum and Tuberculo- 
sis; Report of a Case Terminating in Tubercu- 
lous Meningitis, with Necropsy. Arch. Dermat. 
& Syph., 1921, iii, 29. 

In a number of instances patients have developed 
tuberculous meningitis shortly after attacks of 
erythema nodosum. The sequence would imply 
that the infection is blood-borne, but most attempts 
to demonstrate the bacilli in the blood or the nodose 
lesions have beén unsuccessful. 

The author reports a case as further evidence that 
erythema nodosum may be of tuberculous etiology. 
A girl 19 years of age had had an eruption over the 
shins and knees associated with severe rheumatism 
for a period of one week. An older sister had recently 
died of tuberculosis. When the patient was examin- 
ed her temperature was 100. The physical and 
X-ray examinations of the chest were negative, the 
urine was normal, and the spinal fluid Wassermann 
negative. There were no palpable glands. 

The patient improved under treatment with 
salicylates and rest in bed. Twenty-nine days after 
the first appearance of the erythema nodosum she 
developed a stiff neck and in rapid succession the 
symptoms of a tuberculous meningitis. The spinal 
fluid showed a negative Wassermann reaction, a 
positive Nonne reaction, 42 lymphocytes, and 
tubercle bacilli. Necropsy disclosed extensive and 
recent miliary tuberculosis. The oldest lesions had 
been present approximately three or four weeks. 
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Histopathologic examination of a bluish patch 
over one of the tibia showed nothing to suggest the 
histologic picture of a tuberculous process and no 
tubercle bacilli were found. 

In discussing this case Stokes emphasizes the 
absence of any clinical evidence of tuberculosis at 
the time of the first examination, the correspondence 
of the onset of erythema nodosum with the time of 
generalization of the tuberculous infection, and the 
absence of septic foci responsible for erythema 
nodosum of the streptococcal or Rosenow type. 

A. J. SCHOLL, Jr. 


Zeisler, E. P.: Tuberculosis of the Lip. 
Dermat. & Syph., 1921, iii, 14. 


Arch. 


Tuberculosis of the buccal cavity occurs in forms 
almost as diverse as that of the integument. The 
subject is given scant consideration in textbooks 
on dermatology. That such cases are rare is diffi- 
cult to explain in view of the frequency with which 
tubercle bacilli in the sputum come in contact with 
the lips. 

The case reported represents an unusual instance 
of solid tuberculoma of the lower lip with ulcerations 
of the buccal mucosa, associated with a chronic 
pulmonary tuberculosis of the fibrous type. The 
diagnosis was verified by the finding of tubercle 
bacilli and the characteristic histology. It was 
necessary to differentiate chancre and epithelioma- 
tous ulceration. W. H. Napier. 


Theilhaber, A.: The Occurrence and Prevention of 
Recurrence after the Removal of a Carcinoma 
(Die Entstehung und Verhuetung der Rezidive nach 
Beseitigung der Carcinome). Strahlenthrapie, 1920, 
xi, 208. 


In the fight against cancer recurrence the author 
places the greatest importance on our knowledge 
of the causes of cancer, especially predisposition to 
cancer and the natural immunizing forces of the 
organism against it. These facts Theilhaber dis- 
cusses in detail but he cannot expect that some of 
his entirely original theories will go unchallenged. 

Cancer predisposition is partly familial. It bears 
an inverse relation to the abundance of blood vessels 
in the uterus (obliteration of the vessels in the 
climacterium). For this reason scars and organs 
which are chronically inflamed are predisposed to 
the development of cancer. Moreover, the charac- 
ter of the connective tissue plays such an important 
role that the danger of cancer increases as the 
number of cells in the connective tissue decreases. 
Round cells and connective-tissue cells form the 
defense of the connective tissue against the advance 
of epithelial growth. Therefore at the borders of an 
epithelial invasion and connective tissue round cells 
are always heaped up and the wall of round cells is 
observed also during the retrogression of the can- 
cer, i.e., after radiation. 

The author believes that in every carcinoma there 
is continued destruction of the epithelial cells by 
the round cells and connective tissue growth so that 


eventually spontaneous cure may occur. This 
spontaneous absorption of the carcinoma is observed 
more often in gland metastases than in the primary 

tumor as the glands are able to mobilize larger num- 

bers of leucocytes whereas the primary tumor is 

situated in a region more predisposed to cancer. 

The almost complete immunity of youth to cancer 

is attributed in great part to the greater abundance 

of cells in young connective tissue. 

A further cause predisposing to cancer the author 
sees in the increasing atrophy of age and the asso- 
ciated decrease in the function of the blood-forming 
organs (spleen and bone marrow). He even attrib- 
utes a cancer-destroying function to the spleen, 
basing his contention in part upon the fact that the 
spleen is rarely involved by malignant new-growths 
or their metastases. On the other hand, there must 
be some relationship between cancer and goiter as 
in goitrous regions the predisposition to carcinoma 
seems greater. Furthermore Theilhaber has been 
able to prove experimentally that good function of 
the uterus stimulates the formation of round cells 
and therefore in a certain sense has a cancer-destroy- 
ing action whereas atrophy of the uterus increases 
the disposition to cancer. 

The author believes the generative glands (ovary 
and testicle) have characteristics favoring cancer. 
Their action is expressed in part in an increase in 
the aggressiveness of the epithelial cells and in part 
in a decrease in leucocytosis. This increase in the 
aggressiveness of the epithelial cells may be brought 
about also by trauma. Spontaneous healing of 
carcinomata developing after febrile disease is attri- 
buted to hyperfunction of the blood-forming organs. 
Local acute inflammation and general inflammation 
increase the resistence of the organism to cancer. 
Cancer due to the effect of the X-rays is analogous 
to an experimentally induced cancer and demon- 
strates that by extensive injury of the resisting 
forces of the organism, especially of the round cells 
and their sites of origin, a cancer may be produced. 
It proves further that marked insufficiency of the 
protective power of the organism to epithelial 
growth is an important factor in the development 
of carcinoma. 

While, in general, thorough destruction of all cancer 
tissue is the best means of preventing recurrence, 
the author lays special emphasis upon the fact that 
the protective forces of the body should be spared 
and strengthened in order to decrease the predisposi- 
tion to cancer in the hope that thereby any remain- 
ing cancer nests may be healed spontaneously. On 
the basis of this theory Theilhaber discards the 
Wertheim operation for cancer of the uterus, and 
in cancer of the breast removes only the breast and 
does not clean out the axilla if no palpable glands are 
present. He attaches special importance to the 
after-treatment given to augment the normal pro- 
tective forces against carcinoma. Diathermy takes 
first place. Its action causes not only a hyperemia 
but an acute inflammation with an increase in the 
number of leucocytes. In the majority of cases the 
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author believes he has been able to effect consider- 
able amelioration of pain and in one group there 
was also a transient decrease in the size of the 
tumor. 

To increase the inflammatory reaction of diath- 
ermy Theilhaber has constructed special elec- 
trodes and from their use he expects to obtain 
further retrogression of the tumors. 

The general predisposition to cancer is lowered by 
diathermy also through the formation of anti- 
epithelial bodies (alexines). At times after diather- 
mic treatment a considerable increase in the number 
of leucocytes in the blood may be noted. Intensive 
X-ray treatment of carcinomata for the prevention 
of recurrences is discarded because, on the one hand, 
the alexines in the round cells, connective-tissue 
cells, and tissue fluids are destroyed and the blood- 
forming organs are damaged, while on the other 
hand there is the danger of X-ray cancer. 

Theilhaber prefers raying with moderate roentgen 
doses with simultaneous diathermy and injections 
of the organic extracts believed to have a cancer- 
destroying action. For this purpose an extract of 
foetal spleen should be especially valuable. In 
addition to these measures to obtain active immuni- 
zation, the withdrawal by venesection of from 1,000 
to 1,200 c.cm. of blood is recommended. Moreover, 
as the gonads stimulate the growth of epithelium 
their removal is advised to prevent recurrence. 
Following the removal of a mammary carcinoma 
the author invariably rays the ovaries to produce 
sterilization when the patient has not reached the 
menopause. He strongly considers also X-ray cas- 
tration of the male to prevent recurrences. Other 
factors increasing the natural resistence are artificial 
heliotherapy, high altitude, sea air, and abstention 
from alcohol and froma diet rich in meat. Harms (Z). 


SERA, VACCINES, AND FERMENTS 


Schuster, D.: The Results in Cases of Surgical 
Tuberculosis Treated According to the Methods 
of Deyke-Much and Friedmann (Ergebnisse der 
nach Deyke-Much and Friedmann _ behandelten 
Faelle von chirurgischer Tuberkulose). Med. Klin., 
1920, xvi, 1287. 

Thirty children were treated according to the 
method of Deyke-Much. The M-Tb-R was used 
principally and the treatment was begun on the 
fourth day after the diagnostic intracutaneous injec- 
tion was made to determine the initial dose. On 
the occurrence of a reaction at the site of injection 
and disturbance of the general condition the treat- 
ment was terminated. Two series of treatments 
were given; in addition, the usual surgical and 
conservative methods were employed. ; 

Two years after the end of treatment 22 patients 
were re-examined and a questionnaire was answered 
by 5. Inonly 3 cases (1 gland case and 2 bone cases) 
could a favorable influence be attributed to the 
treatment. In 7 cases there was transitory improve- 
ment and in 13 cases no effect at all. Therefore this 
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method is of no decided influence on the course of 
the condition; its value is slight. Comparison with 
the old tuberculin treatment showed that both 
methods are of about equal value. 

Twelve children were treated by Friedmann’s 
method. In 2 cases a cure was obtained which must 
be attributed to the Friedmann method. One, a 
severe case of tuberculosis of the elbow, healed in 
six months, and 1 case, a case of tuberculosis of the 
epididymis, healed in eight weeks but in the latter 
the pulmonary tuberculosis was aggravated. In 
another case, tuberculosis of the elbow was bene- 
fited but the patient died of pulmenary tuberculosis 
eighteen months later. In 7 as: no improvement 
at all was noted. In 1 th disease became de- 
cidedly worse and cause” death shortly thereafter. 
In the twelfth case there was rapid aggravation of 
the pulmonary process; whether the injection was 
the cause of this or not must remain unsettled. On 
the basis of these cases, therefore, conclusive evalua- 
tion of the Friedmann serum is not possible. 

Simon (Z). 


Petersen, W. F.: The Non-Specific Reaction. 
J. Am. M. Ass., 1921, Ixxvi, 312. 


Petersen speaks of a method of therapy developed 
in the course of the last six years which is interesting 
not primarily because of the clinical results achieved, 
but because it promises to exert a far-reaching in- 
fluence on medical theory concerning the factors 
which are active in recovery from disease. He 
discusses briefly two common misapprehensions 
with regard to non-specific therapy: (1) that it 
represents a new and heretofore unknown and un- 
used method of treatment; and (2) that, immuno- 
logically illogical, it is purely empirical in character. 

As a matter of fact this form of therapy, by 
whatever name it is called, formed in all probability 
the basis of the very earliest and most primitive 
methods of practice in history. In one form or an- 
other—the cautery counter-irritation or the fon- 
tanel—it held sway for long periods of time, and 
under a variety of more modern terms it has been 
met again and again in recent practice. The re- 
action of inflammation is found fundamentally 
similar, whatever the cause of the injury, whether it 
is bacterial, toxic, chemical, or traumatic. The 
fundamental alterations are always alike. Dealing 
with the effort of the organism to dilute the noxious 
agent, to neutralize it, to remove it by extracellular 
or intracellular digestion, and, failing that, to wall 
it off, to put it outside the current of organ activity, 
Petersen states that if this process is to be altered 
therapeutically there are two methods by which it 
may be done. The one deals solely with the cause 
of the inflammatory reaction—if it is a bacterium, 
a bactricidal substance must be produced; if a 
toxin, an antitoxin is necessary; if a chemical, 
it must be neutralized. As the causes of inflam- 
mation and tissue injury are unlimited, the ap- 
plicability of special agents is unlimited. The 
other method consists of an endeavor to alter the 
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reaction of the body, that is, to alter the inflam- 
matory reaction—accelerating or retarding it as 
may be desired—rather than an attempt to alter 
the agent which has caused the injury. 

Apart from the active phase of increased resistance 
which brings into play definitely dynamic but pre- 
viously latent powers, there is a second method of 
defense which finds its expression in an increased 
tolerance to intoxication. This condition is closely 
associated with the state noted after anaphylactic 
shock—anti-anaphylaxis or desensitization. Stark- 
enstein carried out a series of experiments in which 
he determined that after non-specific injections of 
various kinds—milk and proteoses as well as cal- 
cium chloride, cinchophen (atophan), etc.—the 
organism became more resistant to a variety of 
poisons such as strychnine, phenol, and protein 
split-products. 

Clinically and experimentally the non-specific 
reaction is a diphasic reaction. The first phase 
(negative) is associated clinically with an in- 
tensification of the disease manifestations, while 
the second phase (positive) is associated with 
clinical improvement, reconstruction, general eu- 
phoria. It seems probable from clinical obser- 
vation that the second or positive phase is in a 
measure a function of the negative phase in 
that within certain limits the greater the ir- 
ritation the greater the tendency to complete 
restitution to the normal when the balance once 
swings in that direction. It is equally apparent 
that in dealing with such a reaction at times decided 
harm instead of good may be done. 

Non-specific therapy is a new method of therapy 
insofar as it represents the clear-cut recognition of 
the fact that certain clinical results heretofore 
obtained ina variety of ways and with a number of 
different substances are in reality due to a similar 
biological alteration on the part of the organism. 
Some of the results previously accepted on the basis 
of specificity are now known to have been due to 
this non-specific effect. In differentiating between 
the specific and the non-specific phases of resistance 
and in developing them in an unbiased manner 
very definite therapeutic advances seemed possible, 
but it is certain that non-specific therapy is still 
to some extent in an experimental stage and the 
ultimate range of its usefulness is as yet undeter- 
mined. G. E. BEILsy. 


Miller, J. L.: Foreign Protein Therapy in the Acute 
Infections. J. Am. M. Ass., 1921, lxxvi, 308. 


During the last six years a very extensive litera- 
ture on foreign protein therapy has developed. 
Previous to this time, however, there were a few 
references, either clinical or experimental, to the 
curative or protective action of non-specific vac- 
cines. 

The real stimulus to the investigation was the 
report of Ichikawa and Kraus and Mazza that a 
certain percentage of typhoids terminated by crisis 
following the intravenous injection of colon bacillus 


vaccine. It was soon demonstrated that the same 
results could be obtained with non-bacterial proteins 
such as normal sera, proteoses, sodium nucleinate, 
milk, and the colloidal metals. With the exception 
of milk, all of these agents were given intravenously. 

Following the administration of any one of these 
substances a febrile reaction occurred which was 
thought to be essential if beneficial results were to 
follow. As a rule this rise in temperature was pre- 
ceded by a well-marked chill. When the dosage 
was excessive, nausea and vomiting sometimes 
occurred. 

Following the injection and preceding the rigor 
there was usually a leucopenia followed by a poly- 
morphonuclear leucocytosis which reached its 
maximum in from two to twelve hours after the 
chill. The leucocytosis varied in degree, but not 
infrequently reached 40,009. Appatently, however, 
there was no special relationship between the degree 
of the leucocytosis and the beneficial results following 
the treatment. 

Foreign protein therapy was used in practically 
all of the infections with reported beneficial results 
in some cases. The various forms of arthritis and 
typhoid fever received the most attention. Other 
conditions regarding which less extensive reports 
are available are gonorrhceal complications, pneu- 
monia, certain dermatological diseases, iritis, tra- 
choma, diphtheria, anthrax, acute sepsis, tuberculosis, 
and syphilis. However, many of the reports are so 
fragmentary and the investigations were so lack- 
ing in controls that it is impossible to draw con- 
clusions. In other tests the results were at least 
suggestive, while in still others the curative value 
of the method seemed to be definitely established. 

This form of therapy was used by a number of 
investigators in the treatment of typhus fever. 
Tagle reported 59 cases with 3 deaths, while the 
mortality of the 15 controls was 40 per cent. Re- 
ports from other sources indicate that this method 
of treatment lowered the mortality in typhus fever. 
The treatment of sepsis by means of foreign protein 
has been reported from various sources. Kraus and 
Wilmette each reported short series of cases of 
puerperal sepsis. Both of them were very enthusias- 
tic, stating that the majority of cases terminated by 
crisis after a few injections. Kinsella showed that 
in septic endocarditis the blood became sterile for 
twenty-four hours after the febrile reaction, but that 
at the end of that time the micro-organisms reap- 
peared. The author tried this method in several 
cases of septic endocarditis but without beneficial 
effect, either permanent or temporary. 

Experience has shown that when the dosage is 
carefully determined, i. e., just a sufficient amount 
to excite a chill, foreign protein therapy is prac- 
tically free from danger. At Cook County Hospital, 
Chicago, at least 2,000 intravenous injections of 
typhoid vaccine have been given in the treatment 
of various acute infections without serious con- 
sequences. The only untoward results observed 
were the development of delirium tremens in con- 
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firmed alcoholics. The treatment was not adminis 
tered to enfeebled patients, however, or to those 
with disturbed heart action. Whether there is 
advantage in the use of a larger dose of protein than 
that necessary to excite a chill has not been deter- 
mined. The use of such large doses would probably 
increase the danger attendant on the treatment. 
The permanent value of this method is still to be 
determined. As the immediate disappearance of all 
evidence of infection in a certain rather small per- 
centage of cases following protein therapy was 
established, this should serve as a stimulus to future 
well-controlled investigation. G. E. BEeIsy. 


Durand: Protein Therapy in Infectious Diseases 
(La proteinoterapia nelle malattie infettive). Ri- 
forma med., 1921, Xxxvii, 2. 


From the data obtained in clinical cases which he 
reports the author comes to the conclusion that 
hypodermic injections of protein substances (milk) 
modify the quality and quantity of the normal 
elements of the blood. Within the first twelve hours 
as a rule there is a decrease in the number of 
red cells and an increase in the number of white cells, 
especially of neutrophile polymorphonuclears. Sub- 
sequently there is a tendency to return to the 
normal, but the white corpuscles still remain in- 
creased. The complement-fixation power of the 
blood reaches its highest value in the period of 
numerical reduction of the leucocytes (phagolysis). 

The injection of protein substances excites the - 
generic defensive power of the organism and is 
able to bring to the circulation a greater quantity 
of the specific antibodies of an infection still present 
and to cause the reappearance of those of a disease 
which has subsided. The author has noted also 
that the injection of proteins always causes albumi- 
nuria, but this generally disappears in about three 
days. W. A. BRENNAN. 


Cowie, D. M.: Non-Specific Protein Therapy in 
Arthritis. J. Am. M. Ass., 1921, \xxvi, 310. 


Cowie states that it cannot be questioned that 
very remarkable beneficial effects have followed the 
intravenous injection of foreign protein in arthritis. 
There is seldom a case of acute arthritis or peri- 
arthritis which does not respond toa certain degree. 
This improvement, however, is of only a few hours’ 
duration. Taking cases at random, a large per- 
centage will be found in which no permanent bene- 
ficial effect can be obtained by this method of treat- 
ment. Permanent beneficial effects are not to be 
expected in cases of peri-arthritis of a less chronic 
nature unless care has been taken to rid the body of 
all foci of infection which can possibly be found. 
Accordingly, therapeutic intravenous injections of 
foreign protein should follow failure to secure suc- 
cessful results by the removal of such foci of infection 
or should be used in conjunction with an attempt to 
remove the focus. 

Decided relief from pain will often follow protein 
therapy even though the focus of infection is not 
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removed, and in some cases, in addition to improve- 
ment in the joint condition, the focus itself becomes 
quiescent. 

As far as is known, foreign protein acts by com- 
bating infection. If the large majority of joint 
diseases are due to infection and only comparatively 
few to metabolic disturbances, then foreign protein 
therapy is not contra-indicated in any form of this 
large group, provided no other forbidding features, 
such as serious heart disease, are present. 

Experience has taught that the best results are 
obtained in acute or subacute processes which have 
not progressed beyond the first year, particularly 
when they have not gone on to marked structural 
change of the articular or peri-articular tissue. 
Next to these are the cases which have progressed 
longer and show structural change, but in which 
definite ankylosis and its results have not developed. 
Cowie believes that the work which has been done 
warrants the statement that acute and subacute 
arthritis and peri-arthritis are the forms which 
respond most promptly and surely to this method. 

It has been shown that no negative phase, so 
far as the antibody content of the blood is concerned, 
follows the injection of foreign protein. For this 
reason daily injections seem justifiable. On the 
other hand, if the severity of the reaction and the 
patient’s condition are taken into consideration, it is 
good practice to allow a day to intervene between 
the injections. If any benefit is to be secured by 
this method of treatment, from 1 to 10 injections 
are sufficient. No anaphylactic shock phenomena 
accompany the injections, even though a second 
course of treatment may be given after several 
months. Sterile albumose solutions, horse serum, 
and bacterial proteins bring about similar results. 
The severity of the reaction is in a measure propor- 
tional to the size of the dose. Uncompensated 
cardiac lesions, acute endocarditis, or pericarditis are 
considered to be contra-indications. The manner 
in which the foreign protein acts has not been de- 
termined, and only a certain percentage of the 
cases of any form of joint infection are benefited. 
Therefore a given case should be approached with 
definite conservatism. G. E. 


Culver, H.: Intravenous Protein Injections in Urol- 
ogy and Dermatology. J. Am. M. Ass., 1921, 


Ixxvi, 311. 


Since 1913, when Bruck and Sommer used in- 
travenous injections of killed gonococci in the treat- 
ment of complications of gonorrhoea, a considerable 
number of articles have been written on the subject. 
Bruck and Sommer used special care in securing 
highly polyvalent gonococcal vaccines and in so 
doing believed they were able to influence all such 
infections specifically. This theory and method of 
treatment, while not generally adopted, had many 
adherents for three years. 

Toward the end of that period the non-specific 
factors in the treatment of infections were being 
recognized. Muller and Weiss by the intragluteal 
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injection of milk secured results in gonorrhoea] 
complications which compared favorably with 
those of Bruck and Sommer, and Miller and Lusk 
obtained encouraging results in gonorrhceal arthritis 
by the use of intravenous typhoid vaccine. While 
4 cases of acute gonorrhoeal arthritis in their series 
received less benefit from this treatment than acute 
cases of other origin, they nevertheless showed slow 
improvement. One case of subacute gonococcal 
arthritis and 4 of the 5 cases of chronic gonococcal 
arthritis were cured. 

Many clinicians familiar with the therapeutic 
results of this method believe that the improvement 
or cure of the infection depends in great measure 
on the intensity of the reaction and the processes 
associated therewith. 

In one military cantonment where intravenous 
injections of gonococcal protein were used in gon- 
ococcal epididymitis the results were most gratify- 
ing. The cessation of pain was nearly always com- 
plete within twenty-four hours after a properly 
reacting protein injection and the average stay 
in the hospital was five or six days. At the end of 
this time there was usually a marked reduction of 
the local swelling, beginning with the subsidence 
of the pain. In some instances of gonorrhceal 
epididymitis it was necessary to give a second in- 
jection to obtain the desired results. There were 
two distinct groups of such patients. One apparently 
derived no subjective or objective benefit from the 
first injection but responded well to the second 
from twenty-four to forty-eight hours later, while the 
other group obtained relief after the first injection, 
but the effect was only temporary. In some in- 
stances members of the second group also obtained 
complete and permanent relief after a second in- 
jection. If the second injection was not beneficial, 
it was thought best not to continue the treat- 
ment. 

In studying the reaction following the injection of 
various bacterial suspensions in cases of gonorrhoea 
Culver used as controls non-gonorrhceal patients 
suffering from chronicskin lesions such as psoriasis, 
chronic eczema, and recurrent pyogenic infections. 
Apparently temporary cures were obtained in 3 
cases of psoriasis and 2 of chronic eczema, while 
permanent recovery was obtained in 3 instances of 
chronic pyogenic infection of the skin. 

G. E. Betsy. 


Kahn, R. L.: A Simple Method for the Removal 
of Natural Amboceptor from Human Sera. 
J. Lab. & Clin. Med., 1921, vi, 218. 


Judging from recent discussions on the removal of 
natural amboceptor from human sera, it appeared 
to Kahn that the problem involved was not whether 
the removal of amboceptor was essential for correct 
Wassermann tests, which seemed to be definitely 
established, but the fact that there is apparently 
no simple method of removing amboceptor which 
meets the requirements of laboratories performing 
large numbers of tests daily. 


The proposed method for the removal of natural 
amboceptor from human sera was applied to 10,000 
Wassermann tests and in the author’s opinion meets 
the requirements of laboratories performing large 
numbers of tests daily. In a laboratory making 
from 70 to 130 daily examinations the delay due 
to the method was practically negligible. 

Kahn’s method is based on the well-known 
affinity of sheep cells for antisheep amboceptor, and 
consists of adding packed sheep cells to inactivated 
serum in the proportion of one drop per cubic centi- 
meter of serum and permitting the extraction to 
take place for ten minutes at room temperature. 
The packed sheep cells employed were part of the 
same cells which after proper dilution were used in 
making the sheep cell suspension for the Wasser- 
mann tests. A quantity of sheep cells were washed 
daily in otder that several extra cubic centimeters 
of packed cells would be available for the absorption 
of amboceptor. The drop employed was somewhat 
smaller than the ordinary drop, 1 c.cm. containing 
from 25 to 30. 

As soon as the serum tubes were taken out of the 
inactivating bath they were lined up in such a 
manner that variations in the quantities of the sera 
could be observed easily. A drop of packed sheep 
cells was then placed in each tube containing ap- 
proximately 1 c.cm. and shaken gently. In the 
tubes containing less than 1 c.cm. a part of a drop 
was permitted to touch the inner side of the tube 
and the serum was brought into contact with the 
cells by slightly slanting the tube. 

Just as soon as the cells had been added to all the 
sera, the tubes were inserted in centrifuge holders, 
balanced, and placed in the centrifuge. By this 
time the ten-minute extraction period was usually 
completed. The centrifuge was then started and 
permitted to run from six to eight minutes. During 
this period a series of clean tubes were numbered 
so that they corresponded to those which were in the 
centrifuge. After centrifugalization, the clear su- 
pernatant sera were poured into the newly numbered 
tubes and were ready for use in the Wassermann tests. 

In order that an amboceptor removal method may 
have wide acceptance it must first be proved ef- 
ficient, it must not render the sera anticomplemen- 
tary, and it must not be unduly time-consuming. 

The efficacy of the simple procedure described 
was based on studies carried out in the laboratory 
on the rate of absorption of amboceptor by packed 
sheep cells at various temperatures. The author 
plans to present a complete report of these studies 
in another paper. In this article he states merely 
that when an ordinary drop of packed sheep cells 
was added to 1 c.cm. of serum containing 200 units 
of amboceptor this small quantity of blood absorbed 
as many as 160 units of amboceptor in five minutes 
at room temperature. The employment of a ten- 
minute absorption period in his procedure, therefore, 
gives a sufficient margin of safety for the absorption 
of far more amboceptor than is apt to be present in 
human serum. 
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In order to overcome anticomplementary prop- 
erties which sera acquire after prolonged extraction 
with red cells at incubator temperature, Rossi 
suggested a procedure for amboceptor absorption at 
low temperature. This worker employed chilled 
centrifuge tubes, chilled corpuscles, and centrifugal- 
ization in the cold (during warm weather) after 
the extraction mixture had been placed in the ice 
chest for thirty minutes. The difficulty of apply- 
ing this method on a comparatively large scale is 
very evident. 

Regarding the time-consuming element of the 
procedure described, the author states that it took 
less than five minutes to add 1oo drops of sheep 
cells to the same number of serum tubes; ten min- 
utes to balance the tubes for centrifugalization; 
ten minutes for centrifugalization; and ten minutes 
to pour the supernatant clear sera into other tubes. 
These steps were carried out by one worker while 
another was attending to the dilution and titration 
of complement. It was evident that the delay 
caused by this absorption procedure in the comple- 
tion of the daily tests was very insignificant. 

G. E. Betsy. 


BLOOD 


Block, F. B., and Goldberg, S.: Mesenteric Embol- 
ism in a Hemophiliac. Ann. Surg., 1921, lxxiii, 
229. 


Block and Goldberg report a case of mesenteric 
embolism in a hemophiliac which almost cost the 
patient her life at a time when she was just begin- 
ning to show signs of recovery. 

The patient, a woman 45 years of age, was 
admitted to the hospital September 10, 1920. She 
complained of acute general abdominal pain. On 
the day before admission, after the ingestion of food, 
she felt nauseated, and on the same evening a sud- 
den severe abdominal pain developed which was 
cramp-like in character. This pain became aggra- 
vated and was associated with almost continuous 
vomiting. The vomitus at times consisted of 
greenish material and at other times was very 
foamy but had no characteristic odor and did not 
contain blood. Constipation was present although 
magnesium sulphate and an enema had been given. 
Bleeding from the rectum was noticed for the first 
time twenty-four years previously. The patient 
states that this was profuse and continued inter- 
mittently for two years, then stopped for several 
years, and finally recurred. The last attack was 
five years before her admission to the hospital and 
lasted about two years, causing such weakness that 
she was scarcely able to walk. This bleeding was 


always associated with pain and the condition had — 


been diagnosed as intestinal ulceration. 

On physical examination no rigidity of the ab- 
domen was found, but there seemed to be a moder- 
ate amount of tenderness in the lower left quadrant. 
The pain, which was general, was also much more 
severe in this region. No mass or distention was 
noted. 
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The condition was diagnosed as either mesenteric 
embolism or volvulus of the sigmoid. Immediate 
operation was advised. 

The opening of the abdomen was followed by a 
gush of blood-stained fluid and the prolapse of a 
moderately distended intestine into the wound. 
When the hand was passed down to the left lower 
quadrant a firm mass was felt which proved to be 
the ileum intensely congested and on the verge of 
necrosis. The mesentery of this portion of the gut 
showed infarction. The involved area of gut was 
about 6 in. in length. Below the diseased area the 
intestine appeared quite normal, while above it 
showed graduated degrees of congestion which was 
most marked near the area of infarction. 

The diseased loop, together with several inches of 
the congested gut above the infarction and the 
accompanying mesentery, was removed. The open 
ends of the gut above and below the resection were 
inverted and closed and a lateral anastomosis was 
made. The operation was completed by attaching 
the omentum to the side of the anastomosis. The 
abdomen was closed without drainage. 

During the closure of the superficial tissues a slow 
but continuous oozing of blood occurred. As the 
origin of this bleeding could not be determined, the 
patient was given an injection of normal horse 
serum on the table and the wound was closed with 
particular care and firm pressure against it. Despite 
these precautions the oozing continued for twenty- 
four hours, and the usual local hemostatics were 
of no avail. A transfusion was then performed by 
the citrate method, about 20 oz. of blood being 
given. Almost immediately the bleeding stopped, 
and aside from a well-marked reaction due to 
the transfusion the patient’s condition became 
markedly improved. She made an _ uneventful 
recovery. 

The authors believe that the condition was an 
arterial obstruction and that it could not have been 
a thrombosis inasmuch as the blood had not sufficient 
clotting power to cause normal coagulation, much 
less the abnormal coagulation of a thrombosis. 
Another question worthy of conjecture is whether 
the intestinal hemorrhages from which the patient 
had suffered in the past were due to hemophilia or 
to another attack of mesenteric embolism which 
finally became cured spontaneously. The conclu- 
sions drawn are as follows: 

1. Sudden and persistent vomiting without ap- 
parent cause associated with recurrent, severe 
abdominal cramps should call for early abdominal 
exploration. 

2. If the patient is in reasonably good condition, 
wide resection of the infarcted area with lateral 
anastomosis is the operation of choice. 

3. Hemophilic manifestations should be com- 
batted at the earliest moment by the transfusion of 
at least 500 c.cm. of normal blood. No time should 
be wasted on horse serum, thromboplastin, etc. 
if results are not obtained therewith within an hour 
or two. M. I. MALoney. 
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Giffin, H. Z., and Szlapka, T. L.: The Treatment 
of Pernicious Anemia by Splenectomy: Second 
Report. J. Am. M. Ass., 1921, Ixxvi, 290. 

The review made by the authors covers 50 cases of 
pernicious anemia in which splenectomy was 
performed. All of the operations were done more 
than three years previous to the report. The 
operative mortality in the series was 6 per cent. Ten 
patients (21.3 per cent) of those who recovered from 
the operation survived splenectomy three years or 
longer. Five patients (10.6 per cent) of those who 
recovered from the operation survived splenectomy 
for more than four and one-half years and are still 
living. The total length of the history in these 5 
cases averages almost six years. 

It may be stated with a reasonable degree of 
accuracy that in addition to the immediate re- 
mission which occurred constantly following splenec- 
tomy, this operation prolongs life in at least 20 per 
cent of the cases operated on at the Mayo Clinic. 

No particular pre-operative characteristics of the 
disease appear to be indicative of favorable results 
following splenectomy. However, in the type of case 
in which there is evidence of active hemolysis the 
patient shows a more marked immediate improve- 
ment. 

Splenectomy may be recommended for cases of 
pernicious anemia when, in view of all of the circum- 
stances, personal as well as medical, the possibility of 
prolonging life appeals to the family and to the 
patient. Occasionally it may be performed in order 
to bring about an immediate remission of symptoms. 


Love, G. R.: Autotransfusion for Hzmorrhage. 
Med. Rec., 1921, xcix, 58. 


The therapeutic value of blood transfusion as a 
means of stopping hemorrhage was discovered early 
in the practice of blood transfusion as it was ob- 
served that when the treatment was given for 
hemorrhagic anemia the hemorrhage itself was 
often checked. The clinical data to this effect have 
been abundant but there has been a considerable 
paucity of experimental data. 

Citrate for some time received the credit as the 
therapeutic agent in transfusion for hemorrhage. 
However, since the transfusion of whole blood, as 
by Lindemann’s method, had the same effect, it 
was obvious that the therapeutic action of the trans- 
fusion was due to the transfused blood itself. 
Although this phenonemon was not definitely ex- 
plained, the fact that the blood was brought into 
contact with a foreign surface was considered 
responsible. In a transfusion the recipient re- 
ceives blood which is in a precoagulative state 
and therefore it coagulates more easily when it is 
exposed the second time, that is, at the point of 
hemorrhage. It was obvious that in hemophilia 
the deficient substances necessary for coagulation 
were supplied by the donor. 

Lewishon observed that the coagulation time was 
reduced even by autotransfusion, and stated that 
a 300 c.cm. autotransfusion on a dog reduced 
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the normal coagulation time of five minutes 
to ten seconds. Although the author’s results did 
not approach Lewishon’s data, they indicated the 
same fact, and the difference, he believes, may be 
explained by the technique and methods used in 
determining the coagulation time. It was Love’s 
experience that blood which in ten seconds would 
form a visible coagulum was originally in the last 
stages of coagulation. In view of these facts, 
autotransfusion was studied more extensively with 
an improved method of determining the coagulation 
time. 

Any of the ordinary methods of transfusing whole 
or citrated blood may be used for autotransfusion, 
but the method which the author found easiest and 
most applicable was as follows: 

A tourniquet was applied above the field and the 
vein was punctured with a short 15 to 18 gauge 
needle in the usual manner. The blood was aspirat- 
ed into a 10- to 20-c.cm. Luer syringe to the ca- 
pacity of the syringe. The tourniquet was then 
released and, with the syringe still connected, 
the blood was injected back again. This process 
was continued until the amount of blood handled 
was equivalent to, or greater than, an ordinary 
transfusion. 

Experiments were carried out by tracheotomy 
on three dogs under ether anesthesia. The coagula- 
tion time was determined both by the capillary tube 
method described by the author and the test-tube 
or Hayem’s method as these two procedures repre- 
sent two extremes. In the capillary tubes the area 
of contact between the blood and the foreign surface 
is very great, while in the paraffined test tube it is 
minimal. Consequently the percentage reduction 
of the coagulation time was greater in the test 
tubes than in the capillary tubes after the auto- 
transfusion. However, the test-tube method was 
by no means accurate even when triplicate tests 
were averaged. 

Five other similar experiments were performed 
with the same general results. There was some 
deviation in the duplicates but this was to be ex- 
pected in experiments with so many factors. The 
actual hemorrhage in each instance lessened the 
coagulation time. Several attempts were made to 
determine the actual bleeding time before and after 
autotransfusion by irrigated foot pads, lacerated 
wounds, and incised wounds. This type of experi- 
mentation was finally abandoned, however, because 
it was impossible to obtain a constant normal for 
comparison. Many factors, such as the blood 
pressure, the contractibility of the vessels, rigidity 
and tension of the surrounding tissues, the size of 
the vessels, the amount of laceration, etc., entered 
into the determination of the actual bleeding time. 
Therefore it was evident that the relationship be- 
tween the bleeding time and the coagulation time 
was not simple. However, in the study of the 
bleeding time, wounds which would ordinarily have 
bled very severely were easily controlled after 
autotransfusion. 


Since all of the experiments were made upon 
normal blood, the adaptability of autotransfusion 
to the treatment of hemorrhage when the coagula- 
tion time is abnormal was not determined. 

G. E. Bemey. 


Levison, L. A.: An Unsuccessful Result Following 
Transfusion with Immunized Blood in a Case 
of Infectious Endocarditis. J. Lab. & Clin. Med., 
1921, Vi, 

The treatment of various infectious processes by 
the transfusion of blood taken from donors who 
have been immunized against the bacterial agent 
involved has introduced a new therapeutic pro- 
cedure which is now on trial. Within recent years 
there have been several reports of cases of this kind, 
but the scarcity of such instances and the variable 
conditions under which they were managed rendered 
a conclusion in regard to the value of the method 
very difficult. 

Levison cites a successful result from the trans- 
fusion of immunized blood in a case treated by 
Little. The patient was a girl 11 vears of age who 
had epidemic influenza complicated by laryngitis, 
pleurisy, suppurative glossitis, and finally a general 
septicopyemia in which a staphylococcus and an 
unidentified bacillus were isolated from the blood. 
A vaccine was made and a donor immunized by 
giving an injection prior to the two last trans- 
fusions. Four transfusions were given in all. The 
septic temperature disappeared and the patient 
recovered. Little was of the opinion that in this case 
the therapeutic procedure described was life saving. 

Levison reports also another case, that of a 
college student, 21 years of age. The illness for which 
he was treated began in March, 1920. At that time 
he had a sore throat but no definite attack of acute 
tonsillitis. The patient was examined several times 
during March at the medical clinic of the University 
of Michigan. Because of a heart lesion and fever 
he was requested to remain in bed for short in- 
tervals of time. The fever was not continuous, 
however, and he was therefore permitted to leave 
his bed and resume his student activities. He was 
confined to bed with fever for short periods three 
times during the month of March. 

About the first of April the fever became more 
persistent and he was sent home from school and 
did not return. From that time he was confined to 
his bed continuously. Fever was a constant symp- 
tom and varied from 99% to 103% degrees. There 
was no regularity in the temperature curve but 
the afternoon temperature was usually the highest. 
The pulse ranged from 100 to 120. The respiratory. 
rate was not increased. There was no evidence 
of cardiac decompensation such as oedema, dyspnoea, 
or cough. While lying quietly in bed the patient was 
fairly comfortable. There were no pulmonary 
symptoms and the gastro-intestinal tract did not 
give rise to any unusual trouble except that occasion- 
ally distress followed the ingestion of food. There 
were no urinary symptoms. 
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In the absence of any specific treatment for infec- 
tious endocarditis, symptomatic measures were 
employed throughout the illness. Injections of 
sodium cacodylate and intravenous injections of 
electrargol were without apparent effect. After 
the isolation of the streptococcus from the blood 
it was decided to prepare a vaccine from this organ- 
ism, immunize a donor, and give the patient re- 
peated transfusions of the immunized blood. A 
donor was selected in the person of a healthy, 
stout maternal uncle weighing 200 Ib. Repeated 
injections of vaccine were given the donor prior 
to the first transfusion and continued throughout 
at intervals of four days. Four transfusions were 
given by the citrate method, from 500 to 600 c.cm. 
of blood at each injection. In all, 2,200 c.cm. were 
transfused within a period of five weeks. 

Following the first transfusion there was a mod- 
crately severe reaction with a chill and a rise in the 
fever, but such reactions practically disappeared 
after the later injections. The effect of the trans- 
fusions was to increase the hemoglobin content of 
the blood, raise the number of red cells, lower the 
number of leucocytes, and decrease the percentage 
of polymorphonuclear cells. The patient’s strength 
was maintained by this procedure to a marked 
degree. However, there was no definite change in 
the temperature curve following any of the trans- 
fusions. At no time did the temperature remain 
normal for even one day. The pulse rate was not 
reduced. Hamorrhage in the hip joint and embolism 
into the lung occurred during the period of time in 
which the transfusions were being employed, but 
did not directly follow any of them. On July 8 the 
temperature dropped to normal, but with it there 
was an increase of the pulse rate to 140. The patient 
became weaker and the pulse irregular. Death 
occurred July 10, the patient being comatose and 
the heart in fibrillation. 

The author’s suggestion that immunized blood 
transfusions be employed in this instance was con- 
curred in by Hoover of Cleveland who stated that 
this procedure was theoretically logical. In view 
of the desperate nature of the illness and the lack 
of any known therapeutic aid, the patient was 
very willing to have the experiment attempted. 
The fact that the donor received the vaccine five 
times before the first transfusion with a reaction 
following each injection consisting of a temperature 
rise, chill, malaise, and an increase in the leucocytes 
was evidence that he did not respond to the vaccine 
or, in other words, was “‘immunized.”’ The vaccine 
injections were continued in the case of the donor 
throughout the intervals between the transfusions. 
Whatever antibodies might have been produced by 
this procedure were introduced into the patient’s 
circulation in the course of the subsequent trans- 
fusions. The experiment was carefully observed. 
Levison states without reservation that beyond the 
maintenance of the patient’s strength and the relief 
of the anemia the transfusions were of no avail. 

G. E. 
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BLOOD AND LYMPH VESSELS 


Webster, L. T.: Portal Thrombosis. 
Hopkins Hosp., 1921, xxxii, 16. 


Welch, in his classical treatise on thrombosis, 
referred to occlusion of the portal vein as a “ well- 
characterized although usually undiagnosed a‘ec- 
tion” caused most frequently by compression of the 
intrahepatic branches in cirrhosis, syphilis, or tumors 
of the liver or compression of the main branches or 
trunk by fibrous perihepatitis, chronic peritonitis, 
swollen lymph glands, impacted gall-stones, or 
tumors. 

Two years before, Spiegelberg, in reporting a 
series of unusual autopsy findings, described a case 
with calcification in the wall of the portal vein. 
Borrmann at about the same time emphasized the 
importance of this condition. Sachs in his compara- 
tive study of arterial and venous sclerosis considered 
it a manifestation of general venous involvement. 

Portal thrombosis, Webster states, is mentioned 
21 times in the 6,050 autopsy records of the Johns 
Hopkins University. It was associated with cirrho 
sis of the liver in 7 cases, with carcinoma in 6 cases, 
with cholangitis in 4 cases, and with amyloid disease, 
ulcer of the stomach, Banti’s disease, and pylephlebi- 
tis in 1 case each. 

In about 275 cases of cirrhosis of the liver, portal 
thrombosis was reported in 7 cases (2.6 per cent). 
Usually the main portal vein and its liver branches 
were involved. In every case in which a note was 
made as to the condition of the veins, sclerotic 
changes in the intima or media were mentioned. A 
slowing of the circulation plus an injury to the vessel 
wall seemed to be of the most importance in the 
etiology. 

In cases of carcinoma of the stomach or head of 
the pancreas with metastases to the liver and retro- 
peritoneal glands thrombosis of the postal vein was 
expected. Usually the main portal vein and its 
liver branches were involved. The thrombus was 
carcinomatogenous or hematogenous. Pressure oc- 
clusion of the lumen and injury to the vessel wall 
seemed to be the chief etiological factors. 

In about 35 cases of cholangitis, portal thrombosis 
occurred in 4 (10.5 per cent). Usually the main 
portal vein and its liver branches were involved. 
Infection of the vessel wall, although not always 
definitely recorded, was assumed to play an impor- 
tant rdle in the etiology. G. E. Bemy. 


Baensch: Exact Indications in the Treatment of 
Lymphomata (Ueber die exakte Indikations- 
stellung in der Lymphombehandlung). Muenchen. 
med. Wehuschr., 1920, |xvii, 1199. 


As 88 per cent of all lymphomata are situated in 
the neck, it is of importance in every case to make a 
careful search for the portals of entry of the infec- 
tion. In many instances carious teeth, hyper- 
trophied tonsils with chronic suppuration, and ecze- 
ma of the skin play an important part in the etiology 
of the condition. In such cases the causal factor 
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must first be removed. The condition will then 
often clear up of its own accord. 

If the hypertrophy does not recede spontaneously, 
X-ray treatment is indicated as it gives excellent 
results after the removal of the focus of infection. 
In cases of true tuberculous lymphomata the infec- 
tion occurs by way of the lymphatics or the blood 
stream. If single glands are infected they may be 
removed by operation. In severe cases radiation 
with the quartz lamp or natural sun combined with 
X-ray treatment is better. When the adenopathy 
is found in various parts of the body the infection 
is probably hematogenous. In such cases helio- 
therapy is indicated. If the tuberculous lympho- 
mata are soft but still intact the author punctures 
them every eighth day and injects iodoform-humanol 
solution. At the same time treatment with the X- 
ray is given. In cases of granulating fistula benefit 
is to be obtained in some instances only by careful 
use of the sharp curette. 

The author has had the opportunity to try out 
the various therapeutic procedures but obtained the 
best results with the method described. 

WINIwartTER (Z). 


Reder, F.: The Result and Feasibility of Treating 
Lymphangiomata with Injections of Boiling 
Water. Surg., Gynec. & Obst., 1921, xxxii, 70. 


In the author’s service of ten years at the City 
Hospital, St. Louis, he had occasion to observe only 
four cases of lymphangioma. Hospital care is seldom 
sought by persons with a true lymphangiomatous 
growth, evidently because these tumors seldom 
threaten life, they do not cause pain, and they do 
not cause the individual to feel ill. Lymphangiomata 
are usually congenital and the probability that a 
mother would take her baby to a hospital for a small 
tumor mass on its body which does not cause pain 
is rather slight. 

When a surgeon is confronted with a tumor of any 
sort the thought uppermost in his mind is whether or 
not the growth is suitable for excision. Extirpation 
is the radical and most satisfactory measure in the 
treatment of a lymphangioma if the operation can 
be done safely. In cases of that form of nevoid 
lymphangioma which causes marked enlargment of 
the tongue and forces it to protrude from the mouth, 
partial removal by a cuneiform excision is the only 
measure, even though there is risk of causing pro- 
gressive inflammation or lymph fistule. A similar 
procedure, but one associated with greater risk, may 
be undertaken when the disease has attacked the lip. 

In comparing the results obtained ‘in cases of 
lymphangiomata with those obtained in cases of 
hemangiomata it must be said that they have been 
somewhat disappointing. This must be attributed 
to the difference of the fluids in the two types of 
tumor. So far, 8 cases have been treated with in- 
jections of boiling water. The reaction following the 
injection seemed unusually severe when compared 
with that following the injection of a hemangioma. 
For twenty-four hours the patient gave evidence of 


feeling sick and usually registered a temperature of 
100 to 101 degrees with a pulse of 100 to rio. 
When the reaction had passed off, which was gener- 
ally after the third day, the feeling of euphoria 
returned. The increase in the size of the tumor 
after the injection, although considerable, bore a 
minor ratio to the increase seen in hemangiomata 
after injection. Inflammatory processes seemed- 
active and prolonged, the skin giving evidence of 
their severity by a marked reddish discoloration. 
Retrogression seemed very slow. No decrease in 
the size of the tumor was noted before four to six 
months. In the case of a baby with the left foot 
about four times its normal size it required two years 
for the foot to attain a size to be fitted with a shoe. 
Subsequent injections are almost impossible if the 
initial injection has been thorough. The tumor 
mass is so hard that hot watercannot be forced into it. 

Of the 8 patients treated with injections of boiling 
water all were benefited, but in no case has the 
tumor entirely disappeared. 


SURGICAL DIAGNOSIS, PATHOLOGY, 
AND THERAPEUTICS 


Jones, H. M.: A Simple Device for Measuring the 
_ of Metabolism. Arch. Int. Med., 1921, xxvii, 
48. 

The recent test devised to measure basal meta- 
bolism is a particularly valuable test to the clinician. 
The problem of making the test available to clini- 
cians not having access to the elaborate equipment 
of the nutrition laboratory was solved by Benedict 


who designed a portable apparatus for measuring the 


basal metabolism of human subjects, and by Du 
Bois who has devised a “linear formula”’ for use in 
indirect respiration calorimetry. To extend its 
usefulness still further by reducing to a minimum 
the expenditure of time, labor, and equipment, 
Jones has devised an apparatus which is simple and 
accurate in operation and yet sufficiently compact 
for the surgeon, clinician, or general practitioner 
to carry it to the patient’s home or bedside, an 
apparatus which is portable in a practical sense. 

This apparatus consists merely of a mouthpiece 
with a wide flexible tube leading the expired air 
into the apparatus; a tower of small pieces of char- 
coal soaked in alkali to remove the carbon dioxide; 
a gas anesthetic rubber bag to allow for expiration 
and inspiration and to contain the oxygen supply; 
a piece of aluminum pipe to serve as a support for 
the alkali tower and also as a measuring apparatus 
for delivering into the rubber bag a known quantity 
of oxygen. The measuring cylinder is provided with 
an attachment for the small 40-gal. oxygen cylinder 
and a pressure gauge with a special dial to indicate 
when the desired quantity of oxygen has been 
released. 

The instructions which have been found to cover 
the points in technique and the principles of the 
method sufficiently to enable one of ordinary skill 
to carry out the test are briefly as follows: 
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1. Have the subject take no food for from four- 
teen to eighteen hours previous to the test, preferably 
from the 6 o’clock evening meal to 10 o’clock the 
next morning, when the test is to be made. 

2. The subject should be lying comfortably and 
quietly from fifteen to thirty minutes before the 
test is begun. 

3. Attach the nose clip and test for air leakage 
at the nose by having the subject close the mouth 
and exert moderate pressure. Turn the three-way 
cock open to the air. Insert the rubber shield 
of the mouthpiece inside of the lips but outside of 
the teeth, drawing the lips up about the neck of the 
mouthpiece. Open the needle valve of the measur- 
ing cylinder. Admit the gas slowly from the oxygen 
tank until the bag distends sufficiently to just touch 
the side of the alkali tower. Then close the needle 
valve. Admit the gas slowly again from the oxygen 
tank while the indicator is driven around, and un- 
til, after tapping the gauge with the finger, it stands 
exactly over the room temperature point on the scale 
of the dial. When released later, this quantity will 
be 1,000 c.cm. (+2 c.cm.) of gas at 760 mm. Hg. 
The gas is held in the measuring cylinder ready for 
release at the beginning point. Approximately at 
the beginning of expiration quickly turn the three- 
way cock closed. The subject is now breathing the 
gases confined in the tower and bag. Observe the 
quantity of gas in the bag as it gradually diminishes 
in volume. Watch the point where the bag makes con- 
tact with the side of the alkali tower. The expiration 
which occurs when the bag at its fullest distention 
just fails to touch the side of the alkali tower is count- 
ed as 1. If the expiration following fails to cause the 
bag to touch the alkali tower it is counted 2. 
The expiration following this is 3. 

This establishes a beginning point. At this in- 
stant release the stop-watch and then discharge the 
1,0co c.cm. of gas now in the measuring cylinder 
by opening the needle valve. Close the needle 
valve again and admit a second liter of gas into the 
measuring cylinder. After a few minutes the 
bag will have again diminished in volume to the 
condition described for the beginning point, i.e., three 
successive normal expirations, when the bag at its 
fullest distention just fails to touch the side of the 
alkali tower). Watch for this as before, and when it 
occurs, note the time by the stop-watch. Release 
the second liter to the bag as before. Close the 
needle valve again and admit a third liter to the 
measuring cylinder. Continue in this way, observing 
the exact time required by the subject to consume 
each successive liter. Two liters are usually suffi- 
cient but the average of three is better. Finally, 
at the end point of the last liter used, stop the 
watch, turn the three-way cock to open, and remove 
the routhpiece. Before removing the nose clip, test 
again for air leaks as at the beginning of the test. 
The total time on the watch divided by the number 
of liters consumed equals the average time re- 
quired to consume one liter, and by this the sub- 
ject’s rate of metabolism is made known. 
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Mathematical procedures necessary for the 
calculation of the rate of metabolism (from the 
respiratory quotient, the body area, and the rate 
of oxygen consumption) are eliminated from the 
test. The reading is made directly in terms of 
calories per hour per square meter of body area. 

Independent and comparative tests show the 
technical variations of the method to be within 
physiological limits and therefore it meets the needs 
of the clinician as an instrument for measuring basal 
metabolism. M. I. MALonry 


Hirsh, A. B.: Diathermy in Some Bone Lesions. 
Surg., Gynec. & Obst., 1921, xxxii, 74. 


The general application on a large scale of physical 
treatment methods to the whole range of conditions 
met in war hospitals has called attention to the 
applicability of such methods to industrial injuries 
and their sequela. The use of thermo-penetration 
in certain wound sequel has been so general that a 
clinical discussion of its application is opportune. 
The selection of this method is based on the well- 
known fact that between the two active electrodes 
there occurs molecular friction massage which 
causes a definite warming of the tissues with an 
increase in the arterial blood supply, improvement 
in the metabolism, and greater phagocytosis. The 
result is a favorable influence on the disease proc- 
esses. No attempt is made to draw final conclusions 
or even to determine specific indications for or 
against physical treatment; the sole object of this 
article is to point out the results so far achieved as 
an incentive for further investigation. 

Several illustrative cases are cited in detail to 
show average results obtained with diathermy in 
conditions of fracture with non-union and osteo- 
myelitis. In one of the cases, the application of a 
current of 800 to 1,000 ma. (subsequently increased 
to 1,200 ma.) passing from Crooke’s metal “‘cuff”’ 
electrodes along the affected extremities produced 
unquestionably good results as revealed by success- 
ive roentgenograms. Another case also showed 
a gratifying result. Three cases of osseous non- 
union and osteomyelitis were only slightly bene- 
fited by diathermy. 

Certain facts as to this valuable current should 
be thoroughly grasped by the operator in order 
that it may be employed accurately. One must be 
sure that the apparatus employed is really scientifi- 
cally constructed so as to produce genuine reso- 
nance between its component parts as otherwise the 
absolutely necessary quality of d’Arsonval current 
is not obtained. Then, during its operation, one must 
frequently note the tone of the latter so as to avoid 
its shifting to a thermofaradic or an irregularly 
interrupted high-frequency current which might 
prove irritating instead of soothing. This is of 
importance when pain is a factor in a case. Again, 
where newly formed callus is to be acted on by 
diathermy, as after bone inlays or in cases of ununited 
fracture, it is well to recall that applications of 
excessively high amperage (even if not of too great 
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volume, but when too frequently repeated) may 
have an actually destructive action on recent callus. 
Indeed, such frequently applied high amperage 
diathermy is distinctly indicated where the deposit 
of callus becomes so bulky as to interfere with nor- 
mal function. It is in this way that new bone for- 
mation may usually be controlled directly. 

In conclusion, the author states that because of 
the undisputed fact that diathermy brings about a 
marked enlargement locally of existing blood vessels, 
if not an actual growth in their number, and on 
the basis of the cases reviewed, it is reasonable to 
anticipate a greater or less increase of bone deposit 
in cases of delayed union or bone graft, removal of 
osteomyelitis, cessation of infection, and closure of 
the cavity by granulation. HarTUNG. 


Walker, J. W. T.: An Address on the Part of the 
Practitioner in the Treatment of the Pre- 
Operative Stage of Enlarged Prostate. Brit. 
M. J., 1921, i, 71. 

The author discusses the various risks to which 
the patient with hypertrophy of the prostate is 
subject. Postoperative distention of the bowel is 
a not uncommon complication and ranges in sever- 
ity from mild flatulence to prolonged distention 
which ends fatally because of pressure on the dia- 
phragm. It occurs occasionally as an acute condi- 
tion and is rapidly fatal. Operations on the kidney 
also may be followed by distention. Dilatation of 
the colon may result from a local paralysis conse- 
quent to the extension of a perinephritis to the con- 
tiguous wall of the colen. Distention following pros- 
tatectomy is explained in a number cf cases by the 
decrease in kidney function resulting from back pres- 
sure. Flatulent distention of the bowel due to in- 
testinal fermentation and exhaustion of the sympa- 
thetic nervous system resulting from uremia, intes- 
tinal toxemia, or shock are two important elements 
in the causation. 

Certain types of patients who are especially liable 
to postoperative complications of the bowel should 
be given several weeks of treatment before opera- 
tion. Oral sepsis should be eradicated, especially in 
the sallow, thin, dyspeptic individual. In the cases 
of fat, flabby persons accustomed to eating too 
much rich food the diet should be regulated and 
antiseptic treatment of the bowel administered. 

Castor oil given three days after operation pre- 
vents straining which might cause hemorrhage. 
If distention of the abdomen or vomiting occurs 
after operation an immediate purge is indicated. 
In cases of persistent distention of the stomach gas- 
tric lavage should be given. High rectal enemas and 
tubal drainage of the rectum for several hours are 
often beneficial. 

Postoperative pneumonia is often due to focal 
sepsis. Patients with chronic bronchitis are gener- 
ally poor operative risks. For such patients spinal 
anesthesia is indicated; the Trendelenburg position 
should be avoided and the patient kept sitting up in 
bed after the operation. 
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Postoperative hemorrhage is a very common 
sequela following prostatectomy on patients with 
high blood pressure. Although bleeding is usually 
endured very well, it may cause a fatal fall in the 
blood pressure. Compensated valvular lesions do 
not contra-indicate prostatectomy. Anemic pa- 
tients do not bear loss of blood at operation and are 
less liable to survive other postoperative complica- 
tions, such as bronchitis, bowel distention, and sep- 
tic conditions. Sepsis in the urinary tract is often 
a cause of the anemia and may be cleared up by pre- 
liminary drainage of the bladder; this makes it 
possible to perform the prostatectomy with only 
an average risk. In some cases direct treatment of 
the anemia is necessary. 

In the cases of tabetic patients with enlarged 
prostates it is necessary to determine whether the 
urinary difficulty is due to prostatic obstruction or 
atony of the bladder wall. When atony is the cause 
nocturnal incontinence is an early symptom and may 
occur when only a few ounces of residual urine are 
present. Frequency, especially nocturnal, is indica- 
tive of prostatic obstruction. Hypertrophy of the 
prostate generally does not occur in patients under 
50, but bladder symptoms due to nerve lesions may 
be present earlier in life. In cases of lesions of the 
spinal cord the bladder often shows many fine trabe- 
culations which are in contrast to the few thick 
cord-like bands found in cases of obstruction. When 
in the case of a tabetic patient the residual urine 
is due to an enlarged prostate, prostatectomy gives 
an excellent result. 

Urinary retention and infection present consider- 
able danger. Patients with chronic retention often 
pass merely the overflow urine; they are mildly 
uremic and should be treated carefully. The blad- 
der should be emptied slowly, care being taken to 
prevent infection. The patient should then be 
given a retention catheter, but suprapubic drainage 
is necessary if he does not respond readily to the 
latter. 

The author gives several indications for prostatec- 
tomy. Prostatic hypertrophy is a progressive dis- 
ease; some adenomatous prostates become malig- 
nant; the mortality among patients with permanent 
catheters is higher than that following prostatectomy. 
Many deaths after prostatectomy are due to the 
sepsis caused by pre-operative catheterization or 
the back-pressure and renal insufficiency conse- 
quent to the delay in submitting to operation. 

A. J. SCHOLL, Jr. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Willis, A. M.: The Alkali Reserve in Abdominal 
Infection and Its Relation to the Leucocyte 
Count. J. Am. M. Ass., 1921, lxxvi, 303. 


The significance of acidosis is not clearly under- 
stood. Some accord it the importance of a clinical 
entity, viewing the reduction of the reserve alkali 
as the cause of the various pathologic changes 
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associated with it. This has been by no means prov- 
ed for there is evidence that so-called acidosis is 
itself merely one of the results of a common cause. 
Apparently favorable results do not always follow 
the use of alkali therapy, even in the presence of a 
marked reduction of the reserve alkali. A number 
of authors have called attention to the dangers 
which attend the intravenous injection of sodium 
bicarbonate in cases of acidosis and the author has 
failed to observe any benefit which he could attri- 
bute to the action of the soda. During the course of 
experiments he recently carried out in producing 
peritonitis in dogs Willis noted that a considerable 
number of the animals which died had convulsive 
seizures shortly before death. As an excess of alkali 
in the blood may cause convulsions this fact sug- 
gested that possibly there might be an actual 
increase in the alkali instead of a reduction as 
formerly supposed. 

In order to answer this question a study was made 
of the blood of seven dogs which died of peritonitis 
and of one dog which was critically ill with the 
condition but eventually recovered. The reserve 
alkali was estimated by the method of Van Slyke and 
Cullen for determining the carbon-dioxide combining 
power of the plasma. The carbon-dioxide combin- 
ing power of the seven animals which died varied 
from 43.8 to 53.6 volumes per cent before any 
operative procedure. Three of these dogs showed 
the reduction of the reserve alkali at the last deter- 
mination which was made a short time before death. 
The remaining four dogs all showed an increase in 
the alkali as death approached. 

The author had the opportunity also to examine 
the blood of three patients under his care. The 
results obtained seemed to indicate that acidosis is 
not an important factor in the course of peritoneal 
involvement. If it is permissible to draw conclusions 
from this small number of experimental and clinical 
observations, it would seem that there is no indi- 
cation for the use of sodium bicarbonate in cases of 
peritoneal infection. Certainly there is no justifi- 
cation for routine alkali therapy. Such treatment 
should be limited to cases in which appropriate tests 
have demonstrated a reduction in the reserve alkali 
to a point beyond which harm may result. Even 
under such conditions the results to be obtained 
are problematical. G. W. Hocurein. 


ROENTGENOLOGY AND RADIUM THERAPY 


Williams, J. G.: Two Unusual Chest Cases. Am. 
J. Roentgenol., 1921, n.s. viii, 31. 

Case 1 was a case of hysterical aphagia with loss 
of sensation in the pharynx and larynx which per- 
mitted food to pass into the trachea and bronchi. 
Two ounces of bismuth meal given the patient to 
swallow was seen to enter the trachea and bronchi 
of both lungs without causing distress or exciting 
immediate cough. Stereoscopic plates showed the 
mixture extending well out into the smaller bronchi 
of both lower lobes. Some few hours later the 
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patient coughed up much of the bismuth and after 
two days no trace remained. 

Case 2 was that of a man whose stomach was locat- 
ed entirely above the diaphragm in the posterior 
mediastinal space and somewhat to the right of the 
median line. The oesophagus reached to about the 
second interspace and was considerably distended as 
was observed in an examination made with the aid 
of an opaque meal. The stomach was practically 
normal in shape but on its lesser curvature just above 
the incisura was a slight projection which was 
diagnosed as a penetrating ulcer or adhesion. There 
was marked gastric stasis due to constriction of the 
small intestine at the opening in the diaphragm and 
pyloric spasm caused by the lesion on the lesser 
curvature. No history of trauma or acute abdomi- 
nal crisis was given in this case. The conclusion 
was drawn that the stomach had passed through 
one of the normal openings in the diaphragm, most 
probably the cesophageal, and had carried the cesoph- 
agus up into the chest with it. | ApotpH Harrunc. 


Boggs, R. H.: The Treatment of Carcinoma of the 
Breast by Embedding Radium Supplemented 
by X-Ray. Am. J. Roentgenol., 1921, n. s. viii, 20. 


Radiation for the treatment of carcinoma of the 
breast has been so changed by the embedding of 
radium that where formerly only superficial skin 
effects were produced, today cancerous tissue deeper 
than that which can be removed by the knife may 
be destroyed without opening the lymphatic chains. 
From two to four weeks before embedding radium 
the author gives surface applications in the axilla 
and over the glands below the clavicle, and a com- 
plete course of heavy filtered roentgen-ray treatment 
to the breast and all the glands draining it. This 
treatment checks cell proliferation and lessens the 
danger of metastases when the breast and adjacent 
lymphatics are incised and radium is inserted. By 
embedding the radium a lethal dose may be given 
without affecting the skin. The subcutaneous tissue 
will tolerate from three to five times as much radia- 
tion as the skin. 

The method described is a step in advance in the 
treatment of carcinoma of the breast, but as the 
number of cases to which it has been applied is small 
and as the length of time since the treatment was 
given is short, Boggs feels warranted in discussing 
only the temporary results. Even in some of the 
advanced cases the disease in the breast and the 
glands appears clinically to have retrogressed. 
By embedding radium throughout the entire breast, 
in the axilla, in the glands leading from the breast 
to the axilla, and in the glands below the clavicle, 
it is now possible to make radiation for carcinoma 
of the breast as thorough as a radical dissection 
without opening the lymph channels. The radium 
treatment is made even more effective if it is sup- 
plemented by Coolidge roentgen-ray treatment to 
the twenty or more lymphatic chains draining the 
breast, using 10 mm. of aluminum and cross-firing 
as much as possible. Apo.pH Hartunc. 
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Kirklin, B. R.: The Réle of the Roentgen Ray in 
the Diagnosis of the Surgical Abdomen, with 
Special Emphasis on Its Use in the Gall-Blad- 
der and Appendiceal Regions. J. Indiana M. 


Ass., 1921, Xiv, I. 


Since in comparatively few cases of pathologic 
gall-bladder or chronic lesion of the appendix the 
clinical findings are sufficiently characteristic to 
warrant a positive diagnosis all available diagnostic 
methods should be used. Among these the roentgen 
examination offers invaluable assistance. In cardio- 
spasm, gastric, duodenal, or jejunal ulcer, pyloric 
stenosis, gastric or intestinal neoplasm (with the 
possible exception of carcinoma of the rectum), 
urinary calculus, intestinal obstruction, gastropto- 
sis, enteroptosis, and nephroptosis, the roentgen- 
ray findings, if correctly interpreted, are of more 
value than those of any other one diagnostic method 
at our disposal. 

In the diagnosis of gall-bladder conditions, the 
improved technique now in use combined with the 
better interpretation of shadows has made it pos- 
sible to discover lesions in a great percentage of 
cases. During the past eighteen months the author 
has been able to show with the X-ray over 90 per 
cent of the pathologic gall-bladders which later 
came to operation. Gall-stones containing much 
calcium are easily demonstrated but are greatly in 
the minority. However, most gall-stones have suffi- 
cient calcium within them or encrusted upon them 
to render them visible in a very carefully made 
roentgen examination. When they are not found, 
a barium meal may be of great assistance in reveal- 
ing the presence of the pathologic gall-bladder. 
Hepato-fixation of the stomach, localized tenderness 
to the outer side of the duodenal shadow, visualiza- 
tion of a Riedel’s lobe of the liver, an unusually high 
position of the hepatic flexure of the liver, and un- 
usual visibility of the duodenum. all tend to indicate 
gall-bladder pathology. Since positive diagnoses 
may be made in so many cases, a negative diagnosis 
is of considerable significance. 

In cases of lesions of the appendix the comparison 
of the roentgen and operative findings has given 
gratifying evidence of the value of the X-ray in the 
diagnosis. Occasionally in acute cases the roentgen 
examination may be of value in differentiating the 
condition from urinary calculus or carcinoma of the 
cecum, and if the pain is on the left side it may re- 
veal situs inversus. It is in the chronic cases, how- 
ever, that the roentgen ray offers greatest assistance. 
Every normal appendix, with the possible exception 
of atrophic appendices in old persons, will fill with 
the barium meal. Irregularity of the appendiceal 
lumen, fixation, stasis, and localized tenderness 
point to deviations from the normal. Ileal stasis is 
a frequently associated condition. 

In the routine examination of abdominal lesions 
several plates are made of the gall-bladder and also 
of the kidneys if there is any doubt regarding the 
condition of the latter. The chest is then examined 
with the fluoroscope and if anything at all suspicious 


is noted a set of stereoscopic plates is made for fur- 
ther study. At this time the patient is given the 
opaque meal and after the stomach and duodenum 
have been carefully studied under the fluoroscope, 
several plates are made. The patient is then asked 
to return at the end of three, six, eighteen, and twen- 
ty-four hours for further observation. If part of the 
meal is still present at the end of twenty-four hours 
he is asked to return again until all possible inform a- 
tion regarding his condition is obtained. If in- 
dicated, an opaque enema is also given and a careful 
fluoroscopic and plate study of the colon is made. 

In conclusion the author states that by the skillful 
use of roentgen methods alone it is possible to diag- 
nose from 80 to 95 per cent of pathologic gall-blad- 
ders and appendices. As in all other branches of 
roentgenology, the most important factor in this 
work is the correct interpretation of the various 
shadows seen on the roentgen plates and screen. 
Conservatism is necessary in interpreting the roent- 
gen findings, for over-enthusiasm is very apt to 
lead to incorrect conclusions. 

The article is concluded with a report of the roent- 
gen and operative findings in several cases. 

HARTUNG. 


Van Zwaluwenburg, J. G., and Peterson, R.: 
Pneumoperitoneum of the Pelvis: Gynecolog- 
ical Studies. Am. J. Rocntgenol., 1921, n.s. viii, 12. 


This study was made primarily to furnish illus- 
trations to demonstrate in clinical lectures the ana- 
tomical relationship of the normal and pathologic 
pelvis, but developments suggested that the method 
may have a diagnostic value as well. Full details 
of the technique employed are given. The examina- 
tion is made by stereoscopic plates taken with the 
patient in the knee-chest position immediately 
after the injection of from 1% to 2 liters of carbon- 
dioxide gas. The central ray is directed in the long 
axis of the pelvis. 

The normal pelvis is rather easily freed cf all in- 
testinal coils with the exception of that portion of 
the pelvic colon and rectum which has no mesen- 
tery. The shadow of the rectum is closely applied 
to the anterior surface of the sacrum well above the 
shadows of the female generative system and hence 
offers no confusion. When other intestinal coils 
were visualized. the conclusion that pathologic ad- 
hesions were present seemed justified. Ordinarily 
both anterior and posterior pelvic pouches are empty 
of everything but gas. In the presence of pathology, 
either the one or the other may be filled with inflam- 
matory exudate or adhesions, incarcerated bowels 
and omentum, and there is consequent displace- 
ment of the uterus and the broad ligaments which 
form the transverse partitions of this pertion of the 
pelvis. Such displacement with obliteration of 
either of the pouches is one cf the most striking fea- 
tures of inflammatory pelvic disease. 

When the bladder is entirely empty, its shadow 
is scarcely recognized on the posterior surface of the 
pubic bone. When it is distended, however, it may 
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be seen as a rounded shadow of no very great 
saliency exactly where one would expect to find it, 
and its recognition is never a matter of great doubt. 

When the patient is properly placed the fundus 
of the uterus is separated from the bladder shadow 
by the space of the anterior or uterovesical pouch 
which normally contains gas. In the presence of 
marked relaxation of the pelvic floor and when 
the position is not satisfactory, it may lie on 
the posterior surface of the bladder and may 
be exceedingly difficult to recognize. On either 
side of the uterine shadows are seen the narrow 
linear shadows of the broad ligaments clearly spread- 
ing out at either end, centrally embracing the uterine 
shadow and peripherally fusing with the pelvic wall. 
Where the uterus is displaced or distorted, these 
broad ligament shadows indicate its position. They 
are best seen at a level somewhat above that of 
the cervix but well below the equator of the fundus. 

The authors were unable to localize the round liga- 
ments definitely. Neither were normal tubes seen 
as separate or recognizable shadows but were prob- 
ably component parts of the broad ligament shadow. 
When distended or inflamed, however, they become 
conspicuous as tortuous shadows on the posterior 
surface of the broad ligament shadows, possibly 
obliterating them by overriding, or as pear-shaped 
shadows in the posterolateral portions of the pelvis. 
In chronic cases the picture may be much confused 
by the overlying intestinal coils. The distortion pro- 
duced may make it difficult to, recognize the shadow 
of the uterus and almost invariably the posterior cul- 
de-sac is much contracted and encroached upon by 
what appears to be inflammatory tissue and cicatrix. 

The normal ovaries apparently are not visible, 
being hidden by the uterine shadow. However, in 
cases of retroversion and ‘“‘prolapse of the appen- 
dages” ovarian shadows are very conspicuous. 
Ovaries containing small cysts have been recognized 
as ovaries although the cystic element was not recog- 
nized. Larger ovarian cysts produce a variable pic- 
ture which is more or less characteristic. 

Enlargements and tumors of pelvic organs cast 
conspicuous shadows but the paucity of the avail- 
able data has made it inadvisable to formulate any 
comprehensive rules for their differentiation. 

In conclusion the authors state that diagnosis based 
on this method as developed to date is far from easy or 
accurate. They express the hope that a continuation 
of these studies will furnish reliable criteria for inter- 
pretation and eventually establish its legitimate 
application to selected cases. | ApotpH HaRTUNG 


MILITARY SURGERY 


Lecéne, P.: The Present Standards in the Treat- 
ment of War Wounds (Conditions actuelles du 
traitement des blessures de guerre). Presse méd., 
Par., 1921, xxix, 81. 

According to Lecéne, the theoretical formule 
upon which the treatment of war wounds is based 
are as follows: 
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1. Every wounded man should be placed as 
quickly as possible under the care of a competent 
surgeon. 

2. In almost all cases an operation should be 
performed as soon as possible after the receipt of the 
injury. 

3. All perfected techniques and methods of 
modern surgery should be applied to war surgery. 

4. The wounded should be cared for until re- 
covery by the same surgeon. 

While these are essential principles of war sur- 
gery, there are many difficulties in putting them into 
practice because of the exigencies of war. The 
first difficulty is due to the large numbers of the 
wounded, while a second arises from the instability 
of the zone of military operations and the insecurity 
of advance-zone hospitals. To meet the first diffi- 
culty modern armies must be provided with an 
extremely numerous and thoroughly equipped sur- 
gical personnel which is easily transportable, and 
with the means to facilitate rapid examination, selec- 
tion, surgical treatment, and evacuation of the 
wounded according to the gravity of their condition. 
To meet the second difficulty war surgery must be 
able to adapt itself to varying circumstances by 
changing the organization of surgical teams and 
by changes in technique and the methods of treat- 
ing the wounded. The war surgeon must know not 
only what it is best to do under any circumstances 
but also what is the best that can be done under 
particular circumstances. 

The most trying conditions in war surgery are 
met when surgical formations must move rapidly 
with a retreating army. Operations must then be 
limited to immediately urgent cases (ligations, am- 
putations, and resections, the treatment of shock, 
and very urgent thoracic and abdominal wounds). 
Patients with fractures and articular injuries must 
be immobilized prior to evacuation. The most 
important work in this emergency is the selection 
of the wounded for immediate evacuation. 

The surgical staff of the army should be respons- 
ible for the evacuation and transportation of the 
wounded. This applies to their evacuation both by 
automobile and railroad. At the present time in the 
French Army the Medical Staff is not responsible 
and has no authority for the transportation of the 
wounded from the front. 

The author summarizes briefly the essential points 
in the surgical treatment of war wounds in different 
parts of the body. W. A. BRENNAN. 


HOSPITALS; MEDICAL EDUCATION 
AND HISTORY 


Berry, R. J. A.: The Teaching and Study of Human 
Anatomy. Brit. M.J., 1921, i, 75. 


Human anatomy is a study of the living in which 
the dead are utilized to establish the essential found- 
ations on which the practice of medicine is based. 

Anatomy has too long been regarded as a study of 
the dead, overburdened with a multiplicity of de- 
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tails and too much divorced from clinical medicine. 
For these reasons the passing of examinations by 
students is accomplished by feats of memory and, as 
a result, the facts are soon forgotten and no useful 
purpose in the study of disease is subserved. The 
student is unable to distinguish between the vital 
and the useless and in his eyes the relation of trivial 
arteries and the details of muscle attachments to 
bone are matters to be learned as thoroughly as 
facts regarding great veins, epiphyses, and lympha- 
tics. 

The author cites examples of how the interest of 
the student may be aroused by showing him the 
manner in which structures are modified to meet 
functional demands and how disease of certain 
parts must cause certain symptoms because of 
certain definite relations. 

Human anatomy is now suffering from a nomen- 
clature that is out of date and requires prompt re- 
vision. Much time is being wasted in squabbling 
over the nomenclature to be adopted. An accurate 
scientific and biological nomenclature is needed, 
which, within limits, shall be equally applicable to 
embryology and morphology. The Basle Inter- 
national Commission eliminated nearly 25,000 use- 
less synonyms from the long list of names of gross 
anatomy, but even today its work is out of date. 
Anatomical nomenclature concerns the entire 
profession; hence all branches should be represented 
when a new terminology is formed. 

Heredity, morphology, and physical anthropology 
offer unrestricted fields for research to the anatomist. 
The human cadaver offers few such fields. If 
anatomy is to be studied in the living, drastic and 
revolutionary changes must of course be made in the 
way it is taught. The anatomical laboratories 
should be intimately associated with the hospitals. 
The study of anatomy should be spread over all 
the curriculum and linked with medicine, surgery, 
obstetrics, neurology, etc. C. F. ANpREws. 


LEGAL MEDICINE 


Not a ‘‘Surgeon”’ and Not a ‘‘Surgical Operation.”’ 
Maupin vs. Southern Surety Company (Mo.), 220 
S.W.R., p. 20. 


This was a suit on an accident insurance policy. 
One of the provisions of the policy was that the 
company would be liable if a legally qualified physi- 
cian, surgeon, or dentist, while performing a sur- 
gical operation or autopsy, cut or wounded himself 
and by reason of such cutting or wounding and 
simultaneously therewith was infected. 

The deceased was a duly licensed veterinarian, 
and while vaccinating some hogs accidentally cut 
his finger. The resulting infection caused his death. 
It was contended that the deceased was a surgeon 


and that he was injured in performing a surgical 
operation. The court held, however, that from the 
context of the policy as well as from the definition 
of the terms, the veterinarian was not a surgeon. 
The court defined a surgeon to be one possessed of 
such knowledge of the human body and such skill 
in the use of instruments that he may be expected 
with reason to correct or relieve some unnatural 
condition of the human body. J. A. CasTacnino. 


Of What Negligence May Consist—Treatment of 
Hernia. Stenkowiczki vs. Lytle (Wis.), 177 N.W.R., 
p. 840. 

The plaintiff in this case was affected with a 
hernia. Damages at $1,350 were awarded. The 
physician treated the hernia by the injection 
method. The injection of a fluid into the tissues in 
or adjacent to the upper inguinal ring sets up in- 
flammation which may close the ring with adhe- 
sions and thus prevent further herniation. 

Several physicians testified that this treatment 
was obsolete and that the plaintifi’s injuries were 
due toit. Others testified that the method is a recog- 
nized procedure, but not much employed at present. 
By reason of the conflict in the evidence the ques- 
tion of negligence rested with the jury. The plain- 
tiff’s physician was found to be negligent and the 
verdict of the jury was sustained. 

J. A. CASTAGNINO. 


Position of One Not Calling Physician as Witness. 
Bernhardt vs. City & S. Ry. Co. (D. C.), 263 Fed. R., 
p- 1009. 

One of the plaintiffs in this case offered to show 
that a physician who had attended him refused to 
make a further examination for the purpose of 
testifying for him. This was rejected. He could 
have shown why the doctor did not testify, but he 
would not be able to testify that the doctor refused 
to appear in court since by the service of a sub- 
poena his attendance could have been compelled. 
The plaintiff had his choice; he could either call the 
physician or suffer the effects of the presumption 
that, if called, his testimony would be adverse. 

J. A. CASTAGNINO. 


Injury to Eye by Being Struck by Insect Accidental. 
Tracey vs. Standard Acc. Ins. Co., Maine Supreme 
Judicial Court, 109 All., p. 490. 


The plaintiff, while riding a motorcycle, ran into 
a swarm of insects, one of which struck his right eye 
with considerable force. The condition of the eye 
grew gradually worse until at last the plaintiff was 
able to distinguish only light from darkness. He then 
sued to recover under an accident insurance policy. 
The court held that this injury was accidental. 

J. A. CASTAGNINO. 
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GYNECOLOGY 


UTERUS 


Fothergill, W. E.: An Address on the Use and 
Misuse of the Curette. Lancet. 1921, cc, 59. 


The author reviews the recent literature defining 
the misuses of the curette and states what he con- 
siders are the indications for and against its use. 

Polak writes: ‘‘The curette has but two well- 
defined indications: first, to remove the products of 
conception before the eighth week and, second, to 
make a diagnosis in intermenstrual uterine bleeding 
at or after the menopause.”’ Heineberg condemns 
the use of the curette for dysmenorrhoea. Lincoln 
received from twenty-four medical men reports of 
forty-three curetting disasters with eleven deaths, 
a mortality of 25 per cent. He concludes: “A 
curettage is a major operation not to be undertaken 
except under the very best conditions, and with every 
possible precaution, by a skilful surgeon.”’ Bovée 
writes: “It is a notorious fact that the most slovenly 
and ignorant physician resorts without hesitation 
to the curette for various diseases of the uterus, real 
or otherwise.’’ Bovée condemns the routine curet- 
tage incident to pelvic plastic surgery and com- 
monly used in so-called endometritis. Incom- 
plete abortion is considered a discredited indication, 
the curette being ‘‘net only very hazardous but 
decidedly unnecessary except in case of very dan- 
gerous hemorrhage.’’ Subsequent involution as an 
indication is also discarded. 

Fothergill believes that the condemnation of the 
curette has become too broad. The results are 
excellent in acute septic endometritis, whether post- 
partum or postabortum, if the large curette is used 
before the pathogenic organisms have entered the 
blood stream. The uterus should be swabbed, not 
douched, with a concentrated antiseptic, and no 
further intra-uterine manipulation should be re- 
sorted to. If the patient already has septicemia the 
curette does no harm, although it may do no good. 
In incomplete abortion the removal of the products 
of conception is a sound and common use of the 
curette. 

The curette should be used in the treatment of 
metrorrhagia, but not in menorrhagia. Preliminary 
to a plastic operation curettement should be done to 
prevent the oversight of pathologic conditions in the 
uterus. Leucorrhoea is a contra-indication as is 
also sterility unless there is no definite cause for 
the condition in the patient or her husband. When 
both the husband and wife are young and have been 
married three or four years without offspring curet- 
ting leads to conception in a certain percentage of 
cases. 

In dysmenorrhoea it is worth while to dilate if the 
patient has both the spasmodic and congestive type, 


although the curette will not help the dull aching 
pain during or between periods. If the depth of 
the cavity is measured with a large dilator the danger 
of perforation is largely avoided. |W. N. Rowtey. 


Kelly, H. A., and Fricke, R. E.: The Use of Pessaries. 
Therap.Gaz., 1921, xliv, 5. 

Kelly and Fricke review the history of the pessary. 
Though pessaries are no longer used in the routine 
treatment of gynecological lesions, they are still 
employed in the treatment of retroflexions of the 
uterus with descensus and certain cases of prolapsus. 
They are of no value, however, in cases of ante- 
flexion. The important factor is not flexion but 
descensus, and the answer to the vital question as to 
whether or not a pessary will benefit the condition 
depends on the findings of an examination to deter- 
mine whether or not a decided descensus is present. 
This is best revealed when the patient is examined in 
the standing position. The best form of pessary 
is usually the simple ring made of thick rubber but 
in certain cases a perforated hard rubber disc is 
better. Next to the simple ring the authors as a rule 
prefer the old Hodge pessary. 

When the anterior wall of the vagina pouts out 
neither the ring nor the Hodge pessary will prove 
satisfactory. In such cases the Gehrung pessary may 
be of value. 

When there is well-defined prolapsus of the uterus 
with eversion of the anterior and posterior walls and 
the cervix is at or near the orifice any one of several 
pessaries may be used if there is a sufficient vaginal 
outlet to support the instrument. A simple light 
glass ball forms an excellent support. 

The use of pessaries is associated with great danger 
as the patient may be infected with syphilis or 
gonorrhoea by a contaminated, unsterilized pessary. 
Before use the pessary should be well washed with 
soap and hot water and then kept in absolute alcohol 
for some hours. It is a most reprehensible practice 
to remove a pessary from a patient and simply rinse 
it before putting it away. Soft rubber and air in- 
flated pessaries should be discarded as they provoke 
irritating secretions. 

The patient wearing a pessary should take a daily 
douche of a pint of hot water in which a tablespoon- 
ful of salt has been dissolved. It is not necessary to 
remove the pessary during menstruation but it 
should be taken out once every three or four months 
and left out for several days. 

The pessary is often used as a temporary expedient 
pending operation or to determine whether an opera- 
tion giving support to the uterus will relieve the 
symptoms. It is of benefit also in the cases of old 
women for whom an operation would be too hazard- 
ous. MarGaret I. MALONEY. 
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Cole, P. P.; Inoperable Uterine Carcinoma Treated 
by the Cold Cautery Method of Percy; A 
Series of Forty-Three Cases. Lancet, 1921, cc, 
163. 

The technique of Percy’s operation is fully 
described, the abdominal part and the vaginal part 
being discussed separately. To overcome the danger 
of secondary hemorrhage both internal iliac arteries, 
the ovarian vessels, and the round ligament were 
tied. 

In all instances where extensive adhesions bind 
the pelvis they must be separated thoroughly. In 
many instances the tubes and ovaries are bound 
down at the back of the uterus to the peritoneum 
covering the pelvic floor, to the pelvic colon, or to 
the mesocolon itself and should be removed. 
Ligation of the iliacs would be difficult in the pres- 
ence of extensive adhesions. The danger to the 
ureters is practically negligible, for these structures, 
lying as they do immediately in front of the iliac 
vessels, must inevitably be exposed before the vessels 
can be reached. 

When adhesions of the omentum to the abdominal 
wall and pelvic viscera and dense matting of the 
viscera themselves are'so extensive as to preclude 
the definition of the pelvic cavity, operation must 
necessarily be abandoned. It is not justifiable to 
proceed with the cauterization through the vagina 
without control exercised within the abdomen. 

The vaginal portion of the operation may be com- 
plicated by inability to define the cervical canal. In 
such cases passage must be forced by the cautery 
at a relatively high heat and guided by the assist- 
ant’s hand in the abdomen. 

The close relationship of the bladder must be 
constantly borne in mind because of the possibility 
of causing a vesicovaginal fistula. No instance of 
ureterovaginal fistula occurred in the series of 
cases reviewed. Secondary hemorrhage occurred 
once and was due to the separation of a large 
slough. This was not repeated, however, and the 
patient made an uninterrupted recovery. The use 
of the curette in removing redundant growth is 
advocated as it saves considerable time. 

Two grades of heat are employed, a high grade 
which destroys and a lower grade which cooks. 
The destructive heat is employed in forcing the 
passage of the cervix and destroying superficial 
growth, the burnt tissue being readily removed. 

The type of case subjected to operation was, from 
the radical point of view, inoperable. The rarity 
of demonstrable glandular invasion was remarkable. 
In aseries of 915 postmortem examinations Leitsch, 
as quoted by the author, found glandular invasion 
in 351 (38 per cent). Metastasis occurred in 405 
(45 per cent); in other words, 55 per cent of the 
patients who are not operated upon, die as the result 
of the effects of what remains to the last a local lesion. 
These figures were confirmed by the notes on a 
series of 100 postmortem examinations undertaken 
at the Cancer Hospital. Dilated ureters on one or 
both sides were commonly observed. 


No selection was exercised in the choice of cases 
insofar as the local lesion was concerned. Attention 
was directed to the general condition only, no case 
being dealt with unless this was sufficiently good to 
render reasonable the immediate risk incurred. 
Vesicovaginal fistula resulted in 7 cases. 

The best estimation of results will be obtained 
from the following summary: patients died in 
hospital, 8 (average 314 months); patients re-ad- 
mitted, died in hospital, 4 (average 214 years); 
patients discharged, died outside hospital, 17 
(average 1 year, 4 months). Several cases are 
discussed separately as to the cause of death. 

The penetrating power of the low heat advocated 
by Percy and the alleged vulnerability of cancer 
cells to a degree of heat insufficient to destroy the 
vitality of normal tissue cells are questions which 
existing data do not answer. It must be remembered 
that in the cases reviewed the patients’ condition 
could have been made worse with difficulty and 
that any relief obtained was so much gained. Bear- 
ing these facts in mind, this operation, particularly 
when re-inforced by subsequent radium treatment, 
should have a place in the armamentarium of the 
surgeon. When it is used discreetly and discrimi- 
nately, a great deal may be done to alleviate the 
distressing disabilities of uterine cancer. 

J. E. StrurHers. 


Deaver, J. B.: Hysterectomy in the Lankenau 
(Formerly the German) Hospital. Ann. Surg., 
1921, lxxiii, 84. 

Deaver’s article consists of a report of 130 hys- 
terectomies performed at the Lankenau Hospital 
during the year 1919. Forty-six of these were com- 
plete, and 84, subtotal hysterectomies. Two deaths 
occurred in the series, giving a mortality of 1.5 
per cent. One death was due to myocarditis, and 1 
to vesicovaginal fistula due to radium treatment. 

The operation was done 5 times for carcinoma of 
the uterus and in 2 instances for prolapse of the 
uterus complicated by inflammation of other pelvic 
structures. In all the other cases it was performed 
for some form of fibroid. The author concludes 
that total hysterectomy is the better operation in 
this type of case, particularly when the patient is 
near, at, or past the menopause and especially when 
there is any question regarding the condition of the 
cervix or the endometrium. The author's subtotal 
hysterectomy is performed by making a wedge- 
shaped amputation of the cervix and implanting 
the stump of the broad ligaments into the cavity so 
formed. 

Complete removal of the uterus is accomplished 
by removing the upper part of the vagina and the 
cervix with the cautery above a right-angled clamp. 
The stumps of the broad ligaments are fixed to the 
vaginal cuff and the entire area covered by the 
reflected peritoneum of the bladder which is carried 
back to the posterior wall of the vagina. 

In cases of large, soft myomata of the uterus caus- 
ing enlargement resembling that due to pregnancy, 
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the author has no hesitancy in making an incision 
into the anterior wall of the uterus to confirm the 
diagnosis. 

Deaver’s confidence in transperitoneal hysterot- 
omy is so great that he opens the uterus readily 
to make a diagnosis of intra-uterine conditions and 
removes submucous fibroids of the uterus by this 
operation. When by reason of the size or position 
of the fibroid the operation is particularly difficult, 
he removes the fundus of the uterus first and com- 
pletes the total hysterectomy by removing the cer- 
vix separately. 

The greatest risk in performing complete 
hysterectomies is the risk of injuring the ureters. 
Deaver tries to avoid this by exposing the ureters. 
When, however, such an error is manifested after 
operation, it should be recognized promptly and 
corrected at once. 

Myomectomy is a very satisfactory operation for 
subserous pedunculated fibroids, but the submucous 
type is best attacked by the transperitoneal route. 
For other types, especially in anemic patients, the 
author prefers complete hysterectomy, believing 
it to be less serious than myomectomy because of 
the smaller blood loss. 

During the same year in which the 130 hysterec- 
tomies were performed 58 cases were treated with 
radium, 39 for carcinoma of the cervix, 12 for 
carcinoma of the uterus, 5 for myoma uteri, and 2 
for chronic endometritis. One death occurred in 
this series. While the author admits that figures 
alone are not convincing, he states that in this 
instance they speak in favor of surgery. Such 
emphatic claims have been made for radium that 
Deaver believes opposing voices should now be 
heard. 

In the decision for or against radium the opinion 
.of the surgeon should be accorded equal weight 
with that of the radiologist. 

While admitting that the use of radium will 
control uterine hemorrhage and reduce the size of 
fibroid tumors, the author wonders whether a 
woman can well carry a uterus which has been 
“burned to death.”’ He states that 4 deaths fol- 
lowing the use of radium have been called to his 
attention. It is his practice to do a transperitoneal 
removal of the uterus in cases of fundal carcinoma 
or malignancy of the cervix found in the early 
stages. In his judgment radium should be used 
only in the late stages when the malignancy has 
extended beyond the reach of the knife. In such 
cases radium undoubtedly prolongs life but it is 
doubtful whether it ever produces a cure. 

Even cases of non-malignant uterus with free 
hemorrhage must be selected most judiciously. 
The author registers an emphatic protest against 
the use of radium in the treatment of young women. 
Radium has been most disappointing to him in the 
treatment of purulent leucorrhoea, and operation 
other than complete removal of the uterus has also 
failed to be efficacious. Considerable attention has 
been given to myopathic hemorrhage, and ex- 
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tensive pathologic and histologic investigation has 
been undertaken. The theory attributing this con- 
dition to ovarian dysfunction is far more difficult 
to prove than the others. Deaver is inclined to agree 
with Anspach who found certain sclerotic changes 
in the uterus following childbirth. Failure of the 
elastic tissue in the uterus to functionate might 
easily lead to otherwise unexplainable bleeding. 

In a study of the action of radium on tissues it 
was found that the normal tissue of the organ is 
destroyed to a considerable extent and replaced by 
connective tissue. One specimen studied was ob- 
tained from a case in which radium had been applied 
to a carcinoma of the cervix. Extensive necrosis 
was found in the tissues near the site at which the 
radium was applied and ulceration extended through- 
out the uterus. The entire wall of the uterus was 
involved in a violent inflammatory reaction which 
spread also to the adnexal organs. 

There is no doubt in the author’s mind regarding 
the intensely destructive action of radium. If the 
dose could be graduated to destroy endometrium 
alone, when this is desirable, its field of usefulness 
would of course be established. When, however, 
its destructive properties are not controllable, its 
power for harm is limitless. W. H. Cary. 


EXTERNAL GENITALIA 


Imbert, L.: Strip Perineoplasty for Complete 
Perineal Rupture (Perineoplastie 4 lambeau pour 
déchirure compléte du périnée). Gynéc. et obst., 
1920, ii, 364. 

In the ordinary methods of repairing complete 
perineal rupture the anorectal and vulvovaginal 
mucosa is sutured and the intervening space is 
covered by joining the two cutaneous borders. 
This suturing often yields. To prevent this mishap 
the author uses a pedunculated strip from the but- 
tock. The strip is cut about 1 cm. thick and in- 
cludes cellular tissue. Its two edges are sutured to 
the edges of the two primary transverse incisions 
made to facilitate the suturing of the mucosa. 

There is thus interposed between the vagina and 
anus a thick, well-nourished wedge of tissue which 
has no tendency to become necrotic and by its 
volume easily keeps the two channels apart. The 
whole operation is done at one time. The author 
has had a successful permanent result in three cases 
in which he used this procedure. W. A. BRENNAN. 


Hoerrmann, A.: The Formation of a Vagina from 
the Small Bowel in a Case of Complete Absence 
of the Vagina (Ueber den Ersatz der Vagina aus 
Duenndarm bei vollkommenem Defekt derselben; 
uterus bicornis unicollis rudimentarius). Muen- 


chen. med. Wehnschr., 1920, \xvii, 1203. 


The patient was a woman 25 years old who had 
well-developed secondary sexual characteristics, 
tubes, and ovaries. The author formed a new vagina 
from the small bowel according to the method of 
Haeberlin-Mori which he somewhat modified. In 
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the after-treatment the tendency toward contraction 
was overcome by speculum dilatation. The patient 
later married and coitus is possible without pain. 

Other authors also have stated that the vaginal 
plastic operation of bowel implantation gives excellent 
results with regard to coitus. To justify resection 
of the intestine, which even today is not without 
risk, the danger to life must be reduced to the mini- 
mum. Therefore in order to assure perfect asepsis 
of the resected portion of intestine it is important 
to close each end tightly with a purse-string suture 
and, instead of bringing the intestine down by 
means of a forceps inserted in the vagina, to draw 
it through the peritoneum preferably by means of an 
Amann sound passed into the previously prepared 
vagina in the first step of the operation. 

The choice of the small intestine for the operation 
is based on the fact that the rectal ampulla is not 
always of sufficient size to permit the resection of 
a large portion and in general the transplantation 
of the large intestine has certain anatomical contra- 
indications. H. V. WAGNER (Z). 


Strong, L. W.: Vaginal Cysts. Am. J. Obst. & Gynec., 
1921, i, 357- 

Traumatism or operative enclosure may result in a 
cyst without characteristcic features. Heterotopic 
vestibular or cervical glands may give rise to cysts of 
the vagina. Vaginal cysts may have their origin also 


in columnar epithelium which, as the result of faulty. 


development, has taken the place of the squamosa of 
the vagina. Such cysts are apt to be small and 
multiple. 

The walls of a vaginal cyst may contain muscle 
fibers, but these may be derived from the vaginal 
musculature and are not peculiar to cysts of Gaert- 
ner’s duct. Vaginal cysts occur rather more fre- 
quently on the lateral and anterior walls than on the 
posterior wall. The areas most often involved are 
the epodphoron, the ampulla, and the lowest portion 
of the vagina, including the hymen. Abnormalities 
in the form and course of the duct occur. The 
epithelium is normally so variable and individual 
that it is difficult to distinguish true abnormalities; 
squamous epithelium has been found in adults. 
Cysts are the most common variation from the 
persistent Gaertner’s duct and occur in various sites. 

The author describes two cases illustrating two 
types of vaginal cysts, the large, probably of wolffian 
origin, and the small, probably due to heterotopia of 
the vaginal squamosa. The first case had been 
diagnosed as cystocele. Upon examination a thin- 
walled cyst the size of an orange was found in the 
lower anterior vaginal wall. This was easily removed 
and the patient made an uninterrupted recovery, 
The cyst had a diameter of approximately 8 cm. 
The inner surface was smooth but the outer surface 
had been roughened by hemorrhage. Several 
sections showed dense connective tissue without 
signs of epithelium, and others, a single-layered, 
high columnar, non-ciliated epithelium thrown into 
marked papillations. 


In the second case, regarding which the author 
had no data except the tindings in the slides sent 
for microscopic examination, the cyst was on the 
anterior vaginal wall just lateral to the cervix. 
Microscopic examination showed that the squamosa 
was interrupted abruptly by columnar epithelium 
which in places showed definite papillations. Be- 
neath the surface were occasional glands with simple 
tubular outline. The wall consisted of muscle and 
connective tissue with no characteristic arrangement . 
Without further information regarding the size of 
the cyst it was impossible to state its origin, but its 
location strongly suggested that it arose from 
Gaertner’s duct. The other possibility, that hetero- 
topia of the squamosa was responsible, was suggested 
by the fact that there were alterations of two forms 
of epithélium. Marcaret I. MALoney. 


MISCELLANEOUS 


Burke, J.: Exstrophy of the Bladder in the Female. 
Ann. Surg., 1921, |xxiii, 100. 


Burke reports the case of a girl, 16 years of age, 
with classical exstrophy of the bladder. The patient 
was prepared by the administration of 1% oz. of 
castor oil two days before and a steam bath the 
day before operation. On the morning of the 
operation at 4 and 6 o’clock a soap and water enema 
was given. The abdomen was prepared as for 
laparotomy. A hypodermic injection of % gr. 
morphine sulphate and 1/150 gr. atropine sulphate 
was given a half hour before the operation. Anzs- 
thesia was induced with ether. The abdomen and 
bladder were thoroughly iodized with 5 per cent 
tincture of iodine. 

Ureteral catheters having been introduced in the 
ureters for 6 in. to serve as guides to the position 
and course of the ureters and to divert the urine 
from the field of operation, a 214 in. incision was 
made in the median line to the mucgcutaneous 
juncture and down to the rectus fascia. The fascia 
was then divided. Preperitoneal fat presented but 
the muscle was very deficient. Beginning at the 
posterior wall of the bladder at the lower end of the 
incision, the peritoneum was separated from the 
bladder with gauze on the index finger with sur- 
prising ease. As the separation progressed the 
bladder was severed from the skin at the muco- 
cutaneous juncture with curved scissors around its 
entire circumference. The separation with the 
gauze-covered finger was then continued down to the 
ureters which were easily distinguished because of 
the inserted catheters. After the ureters had been 
stripped up 14 in. the bladder was divided vertical- 
] 


y. 

All the bladder was then removed except a button 
or rosette % in. in diameter containing the ureteral 
meatus in the center. Thus the blood supply of 
the ureters as well as their sphincteric action was 
preserved. Two mattress sutures of catgut were 
then introduced into each rosette, the ends being 
left long. At this stage an assistant inserted his 
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ndex finger into the vagina and his middle finger 
into the rectum. The index finger marked out the 
vagina plainly. A long forceps was then inserted 
into the rectum alongside of the finger and the tip 
pressed against the anterolateral side. The tip 
was easily felt by the operator as only the rectal 
wall and pelvic fascia intervened. 

A small incision was made over the tip of the 
forceps and the long ends of the catgut attached to 
the rosette were pushed through. The catgut was 
then pulled upon and the rosette and ureter were 
drawn through so that about 34 in. of the ureter 
hung in the rectum about 1 in. above the anus. 
There was no kinking or torsion of the ureter; only 
its direction was reversed. 

The same technique was used for the ureter on 
. the other side of the rectum. The remainder of the 
bladder was extirpated and iodoform gauze packed 
loosely down on either side of the vagina to the 
rectum to stop the oozing, which was considerable, 
and to prevent the ureters from slipping out of the 
rectum. The abdominal wound was closed almost 
to the pubes, the gauze strips being left hanging out. 
The catgut strands attached to the rosettes were 
drawn outside the anus and held taut by adhesive 
plaster to keep the ureters from pulling out of 
the rectum, and a rubber tube was inserted in the 
rectum. 

After the operation water was given copiously, 
5 gr. of urotropine every four hours, and morphine 
when necessary for pain and restlessness. The day 
following the operation the dressings were saturated 
with blood, but there was no urinary leakage. Urine 
passed per. rectum immediately after the patient 
was returned to bed. On the fourth day the gauze 
strips and tube were removed. The temperature 
and pulse remained up (102 degrees F., and 120) 
until about the ninth day when they became and 
remained normal. During the first two weeks the 
patient used the bedpan every hour and there was 
fair sphincter control. After this, she was out of bed 
and the demands became gradually less until she 
was able to go all day without a bowel movement 
and sleep the night through. 

Clinically there are no signs of pyelitis. Six 
months after the operation the patient has no dis- 
tress whatever. 

The author believes this to be the first case in 
which this technique was employed successfully 
in the female. C. W. BETHUNE. 


Hobbs, R.: The Treatment of Gonorrhea in 
Women. Practitioner, 1921, cvi, 31. 


The treatment of gonorrhoea in women is still in 
the experimental stage and lacking in efficiency, 
particularly when the disease complicates preg- 
nancy as the latter condition precludes the ap- 
plication of certain methods, otherwise desirable, 
because of the fact that the endometrium is affected. 

The reasons for the lack of success in the treat- 
ment of gonorrhoea are that the disease is char- 
acterized by infection of the deeper tissues of organs 
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which are difficult to drain, and cure is obtained only 
when the last micro-organism has been removed. 
In the author’s opinion the main cause of the 
chronicity of gonorrhoea in women is infection of 
the endometrium. 

In the early stages the use of a preparation of 
glycerin and tincture of iodine is recommended. 
The author begins with 1 dr. of tincture of iodine 
to an ounce of glycerin, This strength is soon in- 
creased until equal parts of iodine and glycerin 
are used. The cervix is swabbed out with the 
preparation as soon as the parts become less painful 
and it is possible to pass a speculum. The urethra 
is also swabbed out with the same solution. This is 
done every five to seven days. The daily treat- 
ment consists of swabbing the vagina and vulva 
with ether soap and water (1 dr. to the pint), and 
then with saline (1 dr. to the pint). The vagina is 
then thoroughly dried with swabs on holders. The 
bladder is irrigated with permanganate of potash 
115,000. 
The length of time required for the treatment is 
from two to three months. As soon as the vaginal 
walls have become paler and less cedematous and 
the secretion has assumed a white, curdy texture, 
the swabbings are made at longer intervals and 
drugs which are more astringent in character, such. 
as 14 per cent picric acid, and the various silver 
solutions, may be used if necessary. 

When the cervical catarrh persists and the smear 
remains positive, the treatment is as follows: 

A small tampon of gauze, about 3 in. long, is 
constructed and to it are attached a few strands of 
thread. This tampon is saturated in a solution con- 
sisting of iodine 3 parts and glycerin 1 part, and 
introduced into the cervical canal through a Fer- 
gusson speculum with a Playfair probe. The tam- 
pon is left im situ for six hours and then withdrawn 
by means of the threads. This method produces a 
more intense reaction than ordinary swabbing, and 
it is often possible to demonstrate the next day 
a positive smear from the cervical canal. Smears 
should be taken from the cervix, the urethra, and 
the vagina at regular intervals of about three 
weeks until they become negative. 

With regard to gonorrhoea complicating preg- 
nancy it is generally held that treatment of the 
cervix is contra-indicated by the risk of miscarriage 
unless the circumstances are very exceptional. 
There is no doubt that under improper or unsuitable 
treatment this risk is a real one, but the author be- 
lieves there is greater risk of miscarriage from the 
infection of the endometrium than from properly 
applied treatment to the cervix. 

In this type of case the treatment outlined is 
carried out, and in addition a small tampon sat- 
urated with equal parts of iodine and glycerin is 
introduced into the cervical canal and left for one 
hour. This is repeated every fourteen days until 
the cervical secretion appears normal and the 
smears are negative. The treatment has been car- 
ried out as late as the eighth month of pregnancy. 
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During labor treatment can consist only in the 
use, as far as possible, of prophylactic measures 
against ophthalmia neonatorum. When the vaginal 
secretion is abnormal, the vagina is thoroughly 
swabbed out with ether soap and water and saline 
solution, and the urethra, vagina, and cervix are 
swabbed with equal parts of iodine and glycerin. 

M. I. MALONEY. 


Bullard, E. A.: Gynecological Backache. NV. York 
M. J., 1921, Cxili, 142. 


Certain surprising observations made in the 
postoperative follow-up clinic at the Woman’s 
Hospital, New York, during the past few years led 
Bullard to make an analytical study of backache. In 
a series of 721 cases of this malady 85 per cent were 
cured by an appropriate operation. Bullard divides 
the cases into nine groups and shows that there were 
a number of cases in each in which the operative 
results were anatomically excellent, but the back- 
ache was unrelieved. 

Group 1 included 129 cases of retroversion of the 
uterus uncomplicated by any other gynecological 
abnormality. In this series the backache might 
easily have been due to the displacement, but the 
end-results proved that in 20 per cent neither this 
nor any other gynecological condition was responsi- 
ble. 

In Group 2 were 68 cases of retroversion of the 
uterus with adnexal inflammation. Elimination of 
the pressure of an adherent uterus or a tubo-ovarian 
mass, or relief of the drag of adhesions seemed to 
effect a cure in 87 per cent. In 13 per cent the back- 
ache was probably not due to a pelvic condition but 
its cause was not ascertained. 

In Group 3 were 19 cases of adnexal inflammation. 
The results of operation seemed to justify the 
opinion that salpingitis with adhesions may produce 
backache as all but 2 of this group were cured by 
ablation of the inflamed tubes or of both the tubes 
and ovaries and the release of adhesions. 


Group 4 included 84 cases of uterine prolapse of 
various degrees. Eighty-nine per cent were relieved 
by operation, the backaches probably having been 
due to the drag on the pelvic supports. In the cases 
unrelieved the operation was anatomically satis- 
factory and no pelvic lesions were found which 
would explain the continued pain. 

In Group 5 were 46 cases in which only a plastic 
operation was performed for some condition such as 
a cystic, eroded, lacerated, or hypertrophied cervix 
or chronic endocervicitis. The backache was cured 
in every case. This group, however, is too small to 
warrant conclusions. 

In Group 6, which comprised 23 cases of uncom- 
plicated retroversion of the uterus with lacerations 
of the perineum or cervix, operation resulted in a 
cure in every instance. 

Group 7 included 7 cases of uncomplicated ovarian 
cyst. The backache was cured by operation in 5 
cases and unrelieved in 2. 

In 38 cases of fibromyomata which made up 
Group 8 the backache was cured in 33 cases by 
hysterectomy and unrelieved in 5 cases. 

Group 9 included 307 cases in each of which 
two or more conditions were present and one of the 
conditions was capable of causing backache. Of this 
series, 260 cases were cured by operation. The 
remaining 47 were unrelieved. 

Bullard is of the opinion that probably much more 
than 15 per cent of the cases of backache in women 
are not gynecological as in his series presenting one 
or more common gynecological causes of backache 
that percentage was not relieved by anatomically 
satisfactory operations, and from 15 to.20 per cent of 
all women with retroversion or prolapse of the 
uterus, pelvic inflammations, obstetrical lacerations, 
or pelvic tumors do not have backache. Closer 
co-operation with the orthopedist, the internist, and 
the neurologist should enable the gynecologist to 
diagnose and treat backache in women more 
efficiently. MArGaret I. MALONEY. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Schulze, A. G.: The Value and Significance of the 
Blood Pressure in Obstetrics. Minnesota Med., 
1920, ili, 585. 

In a series of 50 consecutive private patients 
the author made the following blood-pressure de- 
terminations: 


Number 


Average 
o Blood Pressure 
Readings Mm. Hg. 


T2 109.5 
IIL.5 
113 
112.6 
114.6 
114.6 
117.3 
119.5 


The average of 210 readings made for 50 preg- 
nant patients from the fourth month to full term 
was 117.25, and the rise from the fourth to the ninth 
months was exactly ro mm. Hg. 

In the series of 145 consecutive cases at the City 
Hospital Schulze found the average of 75 blood 
pressure readings taken when the patient was at 
full term but not in labor was 123.5; the average of 
86 readings taken as near as possible to the second 
stage of labor was 133; and the average of 104 read- 
ings taken three hours after the completion of labor 
was 120 mm. 

The author summarizes the recults of his investi- 
gations as follows: 

1. A series of blood-pressure readings properly 
taken serves as an index of the eclamptic or the 
non-eclamptic condition of the patient. 

2. The normal range of blood pressure during 
pregnancy has been found to be between 100 and 130 
mm. Hg., with 114 to 118 as an average. 

3. If the blood pressure is below 100 mm. Hg. 
be prepared for shock. If it is above 150. it is no 
longer to be regarded as normal. 

4. A moderately high blood pressure which 
shows no tendency to mount and is not accom- 
panied by symptoms of eclampsia is not necessarily 
serious. A low pressure unaccompanied by symp- 
toms of eclampsia is not necessarily serious. A low 
pressure unaccompanied by symptoms of eclampsia 
which does show a tendency to mount should be 
regarded with suspicion. 

5. A gradual rise in blood pressure takes place 
throughout pregnancy, not merely in the last 
months and during labor. After delivery a return 
to the low level takes place. E. L. Cornett. 


LABOR AND ITS COMPLICATIONS 


Pfeiffer, W.: ‘The Management of Breech Presenta- 
tion. N. York M. J., 1921, cxiii, 177. 


Pfeiffer believes that a study of the management 
of breech presentation which neglects the etiology 
is incomplete as the etiology will indicate whether 
the condition may be corrected or not. With the 
exception of deformed pelves, such causes are those 
which interfere with adaptation by changing the 
shape of either the uterine cavity (hydramnios; 
multiparity, especially rapidly succeeding preg- 
nancies; twins; and fibroids) or the shape of the 
foetal ovoid (prematurity, twins, monsters). 

The obstetrician should not be tempted to apply 
traction on the buttocks as soon as they bulge the 
pelvic floor as a large percentage of breech cases 
will deliver themselves to the umbilicus; a smaller 
but not inconsiderable percentage will deliver to the 
shoulders; and not infrequently the aftercoming 
head will be delivered spontaneously. Thus there 
is anormal mechanism for this presentation and our 
attitude should be one of prepared expectancy. 

The author therefore feels that in view of the 
fact that the foetal mortality of breech deliveries is 
ro per cent, anything which can be done to reduce 
this to the t per cent of the cephalic presentation is 
warranted. He attempts to do this by external 
version at the onset of labor with the patient in the 
Trendelenburg position and the use of anesthesia 
if necessary. He turns always so as to keep the 
foetus flexed. Lateral pads and an abdominal binder 
may be needed to maintain this new presentation. 

The membranes usually rupture at the onset of 
labor because the irregular breech does not fill 
the lower uterine segment as well as the globular 
head. Thus the first stage is prolonged because 
the firm equal pressure of the hydrostatic dilator is 
lacking, and in its place is the soft, compressible 
breech. 

The uncomplicated breech presentation should 
be left alone until a definite indication for interference 
arises on the part of cither the mother or the child. 
It is well to keep the patient in bed in order to 
preserve the membranes if they are intact and to 
prevent prolapse of the cord if they are ruptured. 
This must be a period of watchful waiting during 
which a competent assistant must be within call, 
the instruments, including forceps, should be steril- 
ized, the patient and materials prepared for an 
operative delivery, and aids for resuscitation made 
available. The bladder and rectum must be emptied. 

The second stage is usually shorter. As the 
buttocks strike the pelvic floor the soft parts should 
be widely dilated or a central episiotomy should be 
done. The advisability of using an anesthetic 
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depends on how well the patient can be controlled. 
If her efforts do not advance the breech an assist- 
ant should begin compression on the fundus. 
From the time the umbilicus appears the delivery 
must be completed in from eight to twenty minutes. 

If the arms are extended they are drawn down 
by an assistant who passes his hands down the 
abdomen. The head must be kept in flexion. To 
deliver the posterior arm the foetus should be seized by 
the heels, knees, or pelvis, and the body drawn down 
in the axis of the inlet until the posterior shoulder 
is within reach. The body should then be sharply 
flexed until it lies in contact with the mother’s 
abdomen. It then may be delivered by two fingers. 

To rotate the body to bring the undelivered arm 
posterior, the obstetrician’s thumb should be placed 
on the scapula of the delivered arm with the fingers 
on the chest wall, and with the child’s feet in his 
unoccupied hand the trunk should be rotated 180 
degrees. The head should next be brought into one 
of the occiput anterior obliques and flexion main- 
tained by keeping a finger in the mouth. The head 
may then be expressed by pressure from above. 

Pfeiffer’s conclusions are: 

1. Breech presentation may be corrected more 
often than is commonly supposed and external 
version should be attempted unless the cause of the 
condition makes this impossible. 

2. There is a definite mechanism for buttock, 
shoulder, and head presentations, in all of which 
spontaneous delivery often results. Hence, unless 
there are positive indications in either the mother or 
the child, interference is not only meddlesome, but 
dangerous as it may render a simple case difficult 
and seriously endanger the life of the child. 


3. Of importance in the manigement of spon- 
taneous delivery of a child presenting by the breech 
are a fully dilated os and a well-stretched floor. 
In breech extractions this is particularly necessary. 

4. An able assistant is of importance in all cases 
as expression is better than traction. 

5. Cesarean section may be necessary occasion- 
ally, but this operation is indicated by associated 
anomalies rather than by the breech presentation 

EvuGENE Carey. 


NEW-BORN 


Brisset, A.: A Rapid Method of Making a Solid 
Ligature on Large Gelatinous Umbilical Cords 
(Un procédé rapide pour faire une ligature solide 
sur les gros cordons gélatineux). Rev. frang. de 
gynéc. et d’obst., 1920, XV, 421. 


Four or six strands of thread 25 to 30 cm. long 
are tied together in the middle by a simple knot. 
One end of the resulting cord is divided into two 
parts of two or three strands. The umbilical cord 
at about 2 cm. from the umbilicus is then placed 
between the two parts and the two parts are tied 
down upon it tightly to crush the cord as well as the 
vessels. The cord is then sectioned about 1 cm. 
above the ligature. Both ends of the threads, that 
on the right and that of the left side, are then car- 
ried above the section and tied by a surgical knot 
which is strongly tightened to close the pedicle 
transversely. 

By this method the umbilical vessels are strongly 
compressed and the portion of umbilical cord above 
the ligature is enlarged into a collar which prevents 
slipping. W. A. BRENNAN. 
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ADRENAL, KIDNEY, AND URETER 


Castellanos, I.: A New Method of Exploring the 
Kidney (Nuevo método para la exploracién del 
rifién) Rev. méd. de Sevilla, 1920, Ixxiv, 329. 


For many years the author has employed a 
special method of renal percussion in his hospital 
practice in Peru and also in the New York Post- 
graduate Hospital. It may be described briefly as 
follows: 

With the patient in ventral decubitus, the palm 
of the extended left hand is placed upon the lumbar 
region with the end of the flexed middle finger in 
the vertex of the costovertebral angle. The flexed 
finger is then forcefully percussed with the outer 
edge of the right hand. 

This procedure is regarded as the application to 
the kidney of the “hammer stroke” percussion 
used by Murphy in the examination of the gall- 
bladder. It is thought to be more accurate, however, 
as the blow of the outer surface of the hand is not as 
forceful as that of the fist, and the area involved 
is smaller. W. R. MEEKER. 


Walther, H. W. E.: Bilateral Renal Dystopia. 
Surg., Gynec. & Obst., 1921, xxxii, 82. 


The author gives two theories as to the cause of 
the dystopic kidney, one based upon embryological 
changes and the other upon the ascent of the kidney 
from the wolffian body and its arrest in this process. 

The dystopic kidney is usually normal in size, 
although in Plummer’s case it was very small. As 
reported by Meyer, there are generally two or three 
arteries leading to the kidney. The kidney may 
be situated anywhere from entirely within the 
pelvis up to the normal position. In some cases it 
may be found near the aorta and in others the two 
kidneys may be fused. 

Strater found the adrenals usually in their normal 
position, but Morris discovered them to be displaced 
in 9 of 20 cases. The author gives the following 
anatomical résumé of the necropsy findings in 18 
cases: (1) kidney fixed, densely bound down, flat- 
tened; (2) renal pelvis usually situated anteriorly; 
(3) kidney situated about sacro-iliac synchondrosis, 
ic., below the pelvic brim; (4) one small single 
artery with possibly as many as six branches entering 
at an abnormal site; (5) veins multiple, much en- 

_larged, emerging at an angle; (6) adrenal bodies in 
their normal subdiaphragmatic location; (7) lob- 
ulation of the kidney; (8) hypoplasia of the calyces; 
and (9) ureters normal in caliber, but short. 

The symptoms vary considerably. As described 
by most authors, they consist of pain in the lower 
mid-back, abdomen, loins, and buttocks, radiating 
at times into the lower limbs, and a feeling of weight 


in the abdomen. Plummer’s report is the best state- 
ment the author has seen in regard to the clinical 
picture. 

The case reported by Walther was that of a white 
male, 23 years of age, who was seen in the Out- 
Patient Department of the Charity Hospital, New 
Orleans. The symptoms were frequency and burn- 
ing at urination; the voiding of cloudy, shreddy 
urine; pains in the loins; and occasionally attacks of 
fever. Venereal infection was denied. 

The cystoscope and a pyelogram revealed the 
presence of both kidneys in the pelvis. The case 
was observed for two weeks in the hospital, after 
which the patient disappeared. He was seen again, 
however, about a year later at which time the urine 
was still cloudy. In the first two hours he excreted 
455 c.cm. of urine with 8 per cent of phthalein. 
At the time the case was first observed the bladder 
contained 300 c.cm. of residual urine, while at the 
last examination it contained 360 c.cm. A few 
bladder irrigations were given but the patient then 
again disappeared. 

The author appends a very complete bibliography. 

A. C. STOKES. . 


Herrick, F. C.: Trauma as a Factor in the Etiology 
of Hydronephrosis (Pyelectasis). J. Urol., 1921, 
1%. 


The author presents a study of the causes of 
hydronephrosis with especial reference to trauma. 
In referring to cases of partial or complete dilatation 
of the renal pelvis Herrick prefers the term “ pyelec- 
tasis’”’ to the common term “hydronephrosis,” 
and the use of the prefixes hydro-, hemo-, and 
pyo- to designate the contents of the sac. 

In a study of 48 cadavers the average mobility 
of the kidney within its supporting structures was 
found to be 4 cm. on the right side and 4.5 cm. on 
the left side. The portion of the ureter subject to 
greatest mobility is the upper 4 or 5 cm. of its course, 
from the point where it leaves the peritoneum to 
pass through the perirenal fat to the kidney pelvis. 
Here it is most subject to angulation and stricture. 

In the author’s opinion the stages in the develop- 
ment of the type of pyelectasis under discussion are 
as follows: 

Periodic, partial, or complete ureteral obstruction 
due to renal mobility following trauma or strain; 
back-pressure on the renal secretion with injury to 
the secreting mechanism; infection causing pyelo- 
nephritis and ureteritis, and still further damaging 
secretion and the renal parenchyma. Ureteritis is 
most marked at the point of ureteral angulation and 
is associated with the danger of stricture formation. 

The author gives the details of 9 cases. 

H. L. SAnrorp. 
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Cabot, H.: Infections of the Kidney. J. Jowa 
State M. Soc., 1921, Xi, 1. 

This paper contains an outline of infections of the 
kidney and a discussion of Cabot’s method of diag- 
nosis and treatment. 

The author first brings out the point that the 
pathologist and clinician have been too far apart in 
their studies of the infections. The pathologist re- 
ports tissue changes as he finds them at death, and 
these are usually the lesions which cause death. 
Such findings do not necessarily indicate conditions 
as they exist during the patient’s life. Reference is 
made to the dictum that tuberculosis of the kidney 
is always bilateral as found by the pathologist while 
the clinician usually sees it as a unilateral condition. 

Cabot criticizes the theory that cystitis may be a 
primary infection and the assumption that infection 
of the kidney or the pelvis is an infection which has 
ascended by way of the ureter or its lymphatics. He 
calls attention to the fact that organisms which out- 
side the kidney produce pus and abscesses have the 
same activity within the kidney, while organisms 
which rapidly tend to destroy tissue also do the 
same within the kidney. 

The infectious lesions of the kidney may be classi- 
fied according to the properties of the organism 
causing them. In the first group are the staphylo- 
coccus and the streptococcus pyogenes and various 
bacilli but the staphylococcus and streptococcus 
pyogenes are the most common. These organisms 
produce lesions close to the renal cortex because 
they stop there, not being able to pass through the 
kidney freely. 

They produce circumscribed areas of suppuration 
and do not spread broadcast. They are responsible 
for subcortical abscesses which cause perinephritis 
and perinephritic abscess. 

In this type of infection there are frequently no 
findings in the urine. The urine may be normal dur- 
ing the entire course of the disease, but by careful 
examination and thorough centrifugalization the 
organisms may be isolated on culture. 

A severe type of this infection is that in which 
focal necrosis occurs and frequently the entire kid- 
ney is destroyed within a very short time. Some- 
times it is very difficult to differentiate between this 
severe type of infection and gastric ulcer or acute 
appendicitis. 

Cabot describes this infection as always associated 
with fever of a septic type. There is a definite en- 
largement of the kidney. It is the only type of infec- 
tion in which, within a day or so, a definite and ten- 
der kidney tumor can be palpated. 

For the acute cases, Cabot advises surgery, either 
nephrectomy or nephrostomy. He states that it is 
difficult to determine when a kidney should be re- 
moved and when it should be allowed to remain. 
In doubtful cases Cabot has had less trouble when 
he removed the kidney at first than when a subse- 
quent nephrectomy became necessary. 

Precisely opposed to the picture of coccus infec- 
tion of the kidney just described is that due to the 


group of bacilli commonly referred to as the colon- 
typhoid group. Such infections are essentially dif- 
ferent from the coccus infections and more com- 
plicated. They constitute the majority of the kidney 
infections. 

Pyelitis has been attributed to this group of bac- 
teria because of the predominance of the symptoms 
of pyelitis but we know that the kidney is infected 
primarily and the pelvis secondarily. The picture is 
that of a low grade of infection of the kidney produc- 
ing a cloudy swelling which rapidly clears up within 
a few days. The organisms pass through the kid- 
ney and find a resting place in the pelvis. 

The effect of the organisms upon the function of 
the kidneys is very striking and quite opposite to 
that produced by the coccus infection. The coccus 
infection involves chiefly the cortical area, not the 
secreting portion of the kidney, and does not ma- 
terially lower the kidney function. The colon 
bacilli, however, produce a diffuse process through 
the secreting portion and have animmediate and very 
decided effect upon the kidney. Usually the func- 
tional disturbance lasts only two or three days, 
the function then increasing again as quickly as it de- 
creased. 

In the severe cases recovery seems to occur quickly 
but in those with very few symptoms a great deal 
of time is necessary to effect a cure. In the chronic 
type the author found an infiltration of the renal 
pelvis with organisms living in the deeper layers. 
This tends to produce a stiff condition of the renal 
pelvis which is the beginning of a vicious circle. 
The kidney will be destroyed eventually as a true 
ascending infection begins from the pelvis to the 
areas between the pyramids. Infection in this 
locality is followed by the formation of scar tissue 
which eventually decreases the kidney substance to 
about one-half. 

The author believes that infection during preg- 
nancy is very common, and because of the pressure 
of the enlarged uterus and poor drainage at this 
time, he wonders that all cases are not infected. 
The etiology of such infection, especially that which 
is so common in the first pregnancy, he is not able 
to explain. 

The third type of infection discussed is that pro- 
duced by the streptococcus which affects primarily 
the glomerulus. There is usually no change in the 
urine at any stage. The author is not sure what 
other organisms might produce this same infection. 

In Cabot’s experience there is no way of discover- 
ing acute glomerulonephritis. It is found post- 
mortem. Streptococci may be discovered in the 
urine at the height of the disease. 

In the coccus group of infections surgery is in- 
dicated while in the bacillus infections operation is 
rarely necessary. There is a certain group of cases 
of cocci infection in which Cabot has found restric- 
tion of the diaphragm due probably to a very small 
perinephritic abscess. In such cases he has re- 
frained from operating but insists that when a 
large abscess is present it should be drained at once. 
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For the treatment of the bacillus group of infec- 
tions Cabot recommends urotropin but with this 
some drug such as boric acid or sodium benzoate 
must be given which will make the urine distinctly 
acid. 

Cabot has had no good results from autogenous 
vaccine. In pregnancy, lavage and drainage of the 
kidney pelvis may be beneficial. G. J. Tuomas. 


Roth, L. J.: Some Observations from the Clinical 
and Laboratory Findings in Pyelitis and Pyelo- 
nephritis. California State J. M., 1921, xix, 16. 


The author presents his observations based on a 
fairly large number of cases, the outcome of which 
varied from spontaneous recovery under very 
simple treatment to lethal termination in cases not 
operated upon and also in one case in which a ne- 
phrectomy was performed even though the pros- 
pect of benefit seemed slight. 

The subjective symptoms, clinical course, and 
results of laboratory analyses are not at all parallel 
either in mild or severe cases. In a single day Roth 
has seen in the same case a swirling bacilluria and a 
perfectly clear urine. 

There are two chief and absolutely distinct forms 
of renal disease. The first includes the medical 


nephritides described by Widal as characterized by 
the syndromes of chloruremie and azotemia, and 
the various types of interstitial, tubular, and glomer- 
ular disease. The second form includes the familiar 
conditions in which the microscope reveals the 
presence of casts, pus, blood, and bacteria, and the 
presence or absence of albuminuria. 


The ingrafting of bacteria and the formation of 
pus may occur in an already nephritic kidney and 
the presence of casts may be due to the cast-pro- 
ducing factors of the associated Brights disease 
instead of the essentially pyelitic and pyelonephritic 
condition. 

The pathology varies with the route of infection 
and whether or not the urinary tract was normal at 
the time of the infection. In descending or haema- 
togenous infection, congestion is invariably present 
and there may be ecchymoses of the parenchyma and 
pelvis. In the acute forms the glomerular and tubu- 
lar epithelium undergo granular and other changes, 
and cellular infiltration occurs. In the chronic 
forms, the bacteria are liberated from the blood 
vessels and produce lesions varying from abscess 
to sclerosis without suppuration. 

Careful laboratory search has failed to reveal 
casts in a large proportion of cases, and has shown 
only a few hyaline casts in each of three observa- 
tions. Both hyaline and granular casts were found 
in only one case. The presence of blood in the 
urine may be confusing as the consequent presence 
of albumin in greater or less quantity which may 
mask a true albuminuria and the blood itself may 
be of other than renal origin. This can be partially 
overcome by having the specimen voided. 

The blood count has no distinctive diagnostic 
value from a numerical point of view; that is, a 
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leucocytosis of 10,000 is of as much significance 
as a count of 20,000. Therefore in no instance has 
it been possible to differentiate mild draining 
urinary infections from closed collections of pus. 

The presence of pus and bacteria in the upper 
urinary tract is not unusual and very often is 
symptomless, as other factors such as retention, in- 
flammation, and resorption may be responsible for 
the constitutional disturbances in such cases. 

The treatment has been surgical or expectant, 
or has consisted of kidney drainage by means of 
a retention catheter and single or repeated 
pelvic irrigations. The use of vaccines was early 
abandoned. Louis Gross. 


Kelly, H. A.: Operation for Renal Calculi. N. York 
M.J., 1921, cxiii, 1. 

The best incision is through the posterior superior 
lumbar triangle. In many cases the author pulls 
the tissues widely open with his hands by blunt 
dissection, thus securing sufficient room to introduce 
four or five fingers or the whole hand. After breaking 
through Gerota’s capsule by simple traction with 
the forceps on the perirenal fat it is often possible 
to draw the entire kidney out onto the surface. 
Whether it comes out in this way, or whether it is 
necessary to detach it by gentle manipulation on all 
sides, separating it particularly in its upper pole, 
it is displaced in most cases, onto the loin without 
the slightest damage, and dealt with there in the 
succeeding stage of the operation. Often, however, 
knowing the exact position of the stone, Kelly 
operates upon the kidney im situ, making a direct 
opening into its lower pole, or simply frees and 
tilts down the upper pole so as to bring it within 
reach for the extraction of the calculus. 

In either case, whether the kidney is treated 
in situ or outside, it is gently palpated between the 
thumb and fingers, including the renal pelvis, 
to locate the stone. If the stone is found it can 
be thrust up toward the dorsum with the fingers 
to facilitate its enucleation. If it is not so located, 
then with the X-ray placed before him as a guide, 
theauthor’s next step is to take a fine needle about 
6 cm. long. fastened ina cork, and thrust this into 
the kidney where the stone is believed to be. Once 
the needle touches the stone, it is left zz situ, while 
a small incision (averaging about 2 cm. in length, 
but varying with the size of the stone) is made 
through the renal capsule. An instrument is then 
taken in hand which is neither blunt nor sharp and 
which can be pressed against the finger without 
cutting it. This is driven through the renal sub- 
stance down to the stone. A narrow pair of forceps 
is then inserted and the stone caught and ex- 
tracted. 

If the removal is clean and clear and there is only 
a mild infection, the wound is closed entirely with 
one or two mattress sutures. As the bleeding is 
usually minimal, a single catgut mattress suture may 
suffice. The external abdominal wound is then 
closed with a small drain. Sometimes it is of 
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advantage, if the stone is a little large, to carry the 
scissors into the pelvis until the stone is touched, 
and on withdrawing to open them a little, thus en- 
larging the opening in a blunt way. Such a pro- 
cedure as this just described is splendidly adapted 
for the removal of a stone which is out of the calices 
and not far distant from the cortex. The author 
has removed in this way, with almost no damage 
at all, a stone from the upper and lower poles of 
the same kidney, first tilting up one end and then 
the other. He prefers this operation also for stone 


in the pelvis of the kidney, the stone being pushed 
up toward the dorsum. 


C. R. O’CROWLEY. 


Unterberg: The Limits of Nephrectomy (Die Gren- 
zen der Extirpation der Niere). Gyédgydszat, 1920, 
xliv, 520. 


While operation is necessary even when malig- 
nancy of the kidney is merely suspected, and 
nephrectomy is imperative if the suspicion is veri- 
fied, a more conservative attitude must be adopted 
in cases of simple retention and particularly in cases 
of stone as lithiasis is frequently bilateral and the 
other kidney may become involved later. 

Often by means of nephrotomy, decapsulation, or 
puncture the organ may be saved. One must be 
especially careful not to perform a nephrectomy if 
one kidney has temporarily ceased to function and 
the cause of the condition is not known definitely. 

The author reports 3 cases in which colleagues 
believed that one kidney was completely destroyed 
and advised nephrectomy and in which later the 
kidney proved capable of function (in 2 cases after 
the passage of ureteral stones; in the third the con- 
dition was a simple anuria following ureteral cathe- 
terization). Nephrectomy is. indicated only when, 
as the result of disease, the kidney has been des- 
troyed and constitutes a menace to the entire organ- 
ism (malignancy and tuberculosis). 

It is more difficult to decide whether, in bilateral 
tuberculosis, the more diseased kidney should be 
removed. The author is of the opinion that in such 
cases conservatism is indicated even when one kid- 
ney has become pyonephrotic by secondary infection. 
In such cases a nephrotomy should be performed as 
in this way a large portion of the renal parenchyma 
will be spared; two poor kidneys are better than 
one poor kidney. 

Unterberg does not believe that extirpation of the 
more diseased organ will prevent the progress of the 
disease in the other. Persons with bilateral tuber- 
culosis may live relatively long (the author observed 
one such case for fourteen years), whereas those in 
whom bilateral disease was diagnosed before opera- 
tion usually succumb very rapidly after the opera- 
tion. However, the diagnosis that a normally func- 
tioning organ is tuberculous already can nearly 
always be made by careful examination. Further- 
more, the fact that one kidney is functioning nor- 
mally and the other kidney is seriously diseased does 
not exclude beginning disease of the normally func- 
tioning organ. Porya (Z). 
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Paschkis, R., and Pleschner, H. G.: A Tumor 
Primary in the Juxtavesical Portion of the 
Ureter Simulating a Bladder Tumor (Ueber 
einen Fall von primaeren Uretertumor im juxtavesi- 
calen Teil desselben, einen Blasentumor vortaecu- 
schend). Med. Klin., 1920, xvi, 1254. 


The patient had been operated on fourteen years 
previously for carcinoma of the rectum. In a cys- 
toscopic examination made to discover the cause of 
hemorrhage from the bladder a large tumor was 
revealed which seemed to involve the region of the 
right ureter. A large tumor was palpable also 
in the region of the kidney on the same side. The 
latter was exposed by an exploratory laparotomy. 
It was then discovered that the entire tumor was a 
carcinoma primary in the ureter causing hydrone- 
phrosis. 

On the stream of urine strands of tumor tissue had 
floated into the bladder and evidently were about 
to set up a secondary growth. The kidney and 
ureter were removed but the bladder was not 
attacked surgically. The lower end of the mucosa of 
the ureter was normal. In the course of the after- 
treatment the bladder tumor became more and 
more necrotic and in two months had entirely dis- 
appeared. Rost (Z). 


Day, R. V.: Ureteral Transplants for Obstruction 
of the Lower Ureter. California State J. M., 1921, 
21. 


The author reports a short series of ureteral trans- 
plantations to the skin of the abdomen. He cites 
three types of cases in which such transplantation 
is preferable: 

1. Cases of advanced and incurable tuberculo- 
sis of the bladder with intractable vesical symptoms, 
in which both kidneys are tuberculous, or one kid- 
ney has been removed and the other has become so 
involved that it constitutes an exquisitely irritable 
contracted viscus which is not or cannot be bene- 
fited by suprapubic drainage. 

2. Cases of trauma and infection on one side in 
which there is doubt as to the future functional effi- 
ciency of the opposite side. 

3. Cases of carcinomatous infiltration in the 
walls and about the lower ureter from carcinoma of 
the cervix causing extreme obstruction or occlu- 
sion and cases of carcinoma of the bladder— 
male or female — in which the bladder has become 
highly contracted and so irritable that suprapubic 
drainage is no longer tolerable. 

Five illustrative cases are reported in detail. 
On the basis of these cases Day’s conclusions are 
as follows: 

‘Transplantation of the ureter to the skin is an 
act of mercy in certain advanced, cases of bladder 
carcinoma. This is true also as regards certain 
cases of bladder tuberculosis, in which the procedure 
prolongs life and lessens invalidism. Life is pro- 
longed by such transplantation also in certain cases 
of carcinomatous invasion from adjacent extra- 
urinary organs. 
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Unlike any other anastomosis of the ureter, the 
kidney is not injured in the slightest and drainage 
can be made perfect. 

Even bilateral anastomosis to the skin in a one- 
stage operation is almost devoid of shock to the 
feeble patient. It is the most rapid and efficient 
method of treating pyelitis and restoring kidney 
function to the maximum. G. J. THomas. 


BLADDER, URETHRA, AND PENIS 


Brown, H. H.: Ectopia Vesicze Successfully Treated 


by Transplantation of the Trigone into the 
Sigmoid. Brit. M.J., 1921, i, 15. 

Since it is impossible to reconstruct the sphincter 
in ectopia vesice, operations have generally been 
unsuccessful. Transplantation of the ureter into the 
sigmoid or rectum involves the risk of infection 
spreading to the pelvis of the kidney. Maydl’s 
operation of transplanting the trigone of the bladder 
into the sigmoid flexure of the rectum preserves 
the valvular action of the ureteral orifices. The 
author reports the case of a 6-year-old girl recently 
operated on by this method. The upper three- 
fourths portion of the bladder was completely 
removed by a semicircular incision carried across the 
base just above the trigone, and the base of the blad- 
der was raised by dissection, care being taken to 
avoid stripping the ureters or interfering in any way 
with their vascular and nerve supply. A loop of the 
sigmoid was then brought down to the level of the 
raised trigone, a longitudinal incision was made 
through the seromuscular coat, and the posterior 
surface of the upper margin of the bladder was 
sutured to the bowel with fine silk. The bowel and 
a portion of the bladder were sewed together. The 
bowel was then replaced and the abdominal wall 
sutured. 

The patient made an excellent recovery and the 
bowel retains the urine without leakage for ten 
hours at night and four or five hours during the day. 

A. J. Jr. 


Thomson, J. O.: Urinary Calculus at the Canton 
Hospital, Canton, China, Based upon 3,500 
Operations. Surg., Gynec. & Obst., 1921, xxxii, 44. 


This article is a review of the work done at the 
American Hospital in Canton, China, from the 
year 1879 to the present date. It includes a discus- 
sion of the history, the development, and the type 
of operation most frequently used in that hospital. 

The author states that for the general surgeon 
with comparatively small experience in stone work 
suprapubic cystotomy should undoubtedly be the 
operation of choice for most cases. It can be per- 
formed rapidly and with safety. The whole opera- 
tive field is visible. Peritonitis can be prevented by 
careful retraction of the peritoneal reflection and, 
in cases of large calculi, by fracturing or crushing 
the stones before extracting them. There is slight 
probability of recurrence. In cases of large, hard 
stones, or abnormality or disease of the urethra, 


prostate, or bladder, suprapubic cystotomy is the 
operation of necessity. The operative mortality 
in 350 unselected cases was 7.8 per cent or, excluding 
the earlier cases in which it was performed as a last 
resort and those in which there was pre-existing or 
concomitant disease, 3 per cent. 

Perineal section for the removal of small stones 
is of considerable advantage and when cystitis is 
present gives excellent drainage. 

Litholapaxy is preferred in a large number of 
cases by urologists. This method requires a great 
deal of experience and training, and in the hands of 
the unskilled is dangerous. 

In females a small stone may be extracted through 
the urethra. The bladder should always be sounded, 
cystoscoped, or X-rayed to discover the possible 
presence of stones. A. C. STOKEs. 


Beer, E.: The Technique of the Operative Treat- 
ment of Neoplasms of the Urinary Bladder. 
Ann. Surg., 1921, \xxiii, 72. 

Not until recent years has there been any uni- 
formity in the treatment of vesical neoplasms. 
The introduction of high-frequency cauterization 
through an operating cystoscope has effected a 
great change in the management of these conditions. 
However, the value of this method is limited to 
certain types of accessible benign papillomata 
which do not surround the vesical sphincter, are 
not too numerous or too large, and which develop 
in a bladder with sufficient tolerance to allow re- 
peated instrumentation. The present problem is 
the treatment of cases not belonging to this class. 

Successful treatment of bladder neoplasms _ is 
dependent upon the avoidance of tumor-cell im- 
plantation in cases of benign growths and of incom- 
plete removal in cases of infiltrating malignancy. 

Beer has devised a technique, the main object of 
which is to avoid tumor-cell implantation. Its 
essential points are as follows: 

The bladder is gently irrigated and emptied and, 
with the patient in a moderate Trendelenburg 
position, is exposed by a suprapubic incision. The 
urachus is exposed and cut across. The peritoneum 
is stripped from the posterior aspect of the bladder 
down to the trigone. This makes it possible to 
deliver the bladder well out of the abdomen. 
The perivesical space is packed with several layers 
of gauze. 

The bladder is opened either through the anterior 
or the posterior wall, depending upon the situation 
of the growth. The bladder is sponged dry and no 
intravesical fluid is allowed to flow over the exposed 
and cut tissues. The tumor thus exposed is at once 
completely destroyed with the actual cautery. 

If the bladder wall is infiltrated. a wide cautery 
resection of the area is made. Following this pro- 
cedure it may be necessary to transplant the ureters. 
The use of forceps with teeth should be avoided. 
The edges of the incision into the bladder are seared 
and the bladder is filled with alcohol for five min- 
utes and then allowed to slip back into its bed so 
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that the perivesical structures will be bathed with 
the alcohol. This coagulates any tumor cells which 
may be free. 

The charred bladder edges are turned in by means 
of a catgut suture supported by a second chromic 
gut suture. The bladder is drained with a rubber 
tube and the superficial tissues with gauze. 

Under certain conditions it is necessary to modify 
the technique somewhat, especially when the growth 
is situated on the posterior wall. When this is the 
case the removal of a section of the peritoneum is 
necessary. 

When the high frequency or operative methods 
are used in the treatment of benign growths, radium 
should not be employed. In cases of malignancy 
with moderate infiltration operation offers more 
hope than radium. In the advanced cases radium 
has its place. Harry CuLver. 


Jacobs, L. C.: Vesico-Intestinal Fistula. California 
State J. M., 1921, xix, 19. 

The case reported was that of a man 76 years of 
age who had been in the best of health for the 
past twenty years. He denied venereal disease and 
had never had typhoid fever, dysentery, or other 
intestinal trouble but had been affected with gout 
and a persistent psoriasis for a number of years. 
One night he awakened with an intense desire to 
urinate, and passed a small quantity of dirty, bloody 
urine. Micturition was accompanied by burning 
and pain which recurred throughout the night at 
intervals of fifteen minutes. After two days the 
blood disappeared, but the frequency and dysuria 
persisted and a foul odor and the expulsion of gas 
were noted at the end of urination. A high tem- 
perature accompanied this attack but except for 
general malaise, there were no other symptoms be- 
sides those of urination. 

Three weeks later the patient was seen by Jacobs, 
who found him with a temperature of 100 degrees 
and much emaciated. He was troubled with a large 
amount of flatus and gas was expelled from the penis. 
Nocturia and dysuria. were associated with pain 
during and after urination. On catheterization 
between 4 and 6 oz. of residual urine were with- 
drawn. On rectal examination the prostate was 
found to be normal in size and not tender to palpa- 
tion. The Wassermann test was negative. The 
blood showed 3,850,000 red cells, 18,800 white cells, 
and hemoglobin 75 per cent. The abdomen was 
flaccid and there was no rigidity or tenderness. 
Repeated fecal examinations were negative as 
regards the presence of amocba or other parasites. 

Cystoscopy revealed a tiny red spot on the poste- 
rior wall of the bladder, just above and to the right 
of the trigone. A worm-like structure was then seen 
to squeeze itself from a minute orifice and by its own 
weight was prostrated on the bladder wall. This 
structure was cylindrical in shape and its movement 
resembled that of lanoline pressed from a small tube. 
The intestinal opening of the fistulous tract was not 
discovered. As the rectum was found normal it 


was assumed that the opening in the gut was high 
up, possibly in the small intestine. There was no 
dribbling of urine into the rectum and there were no 
signs of malignancy, strictures, or ulceration in 
the rectum. 

The treatment of vesico-intestinal fistula re- 
solves itself into the administration of specific 
remedies, especially when the etiological factor is 
a specific disease. The bladder should be frequently 
irrigated with some antiseptic solution and urinary 
antiseptics should be given. Careful attention to 
the bowels and the diet is necessary. The permanent 
cure of such cases depends upon some form of 
surgical procedure, either direct closure of the 
fistulous tract or diversion of the fecal stream. 

Louis Gross. 


Stellwagen, T. C.: The Management of Strictures. 
Therap. Gaz., 1921, xlv, 1. 

The kind of stricture discussed in this article is 
the type through which it is impossible to pass an 
instrument, the so-called ‘‘impermeable stricture.” 
This term is misleading and incorrect. No stricture 
is impermeable through which urine is able to pass, 
and inasmuch as urine passes most strictures the 
majority are permeable. Such a thing as an imper- 
meable stricture is possible, however, but as a rule 
it has been preceded by rupture of the urethra due 
to external violence or ulceration and internal 
pressure which has caused the urinary stream to 
seek a new channel. Whenever urine passes out- 
ward through a stricture an instrument may be 
introduced into the bladder with care and persever- 
ance. Little reliance can be placed on the endoscope 
and cysto-urethroscope. The many operations for 
the removal of fibrous tissue and conservation of 
the urethral mucosa do not seem practical to the 
author. Much harm can be done and much suffering 
may be caused by impractical methods in urethral 
surgery. 

The conditions which may cause a stricture to 
become impassable are numerous. Among them are: 
extreme contraction of the caliber of the canal; 
tortuosity of the canal; impingement of tumors and 
foreign bodies; reticulation and pocket formation 
within the urethra; false passages; hypersensitivity 
of the canal; and marked eccentricity of the opening 
upon the face of the stricture. We must bear in 
mind also the possibility of urethral fever which 
may terminate in suppression and death, especially 
when the patient is feeble; severe and fatal hamor- 
rhage into the bladder; and the possibility of peri- 
urethral pockets of infection obtaining access to 
the blood or lymphatic streams through breaks in 
the mucosa. Thus great care and gentleness must 
ever be observed in the handling of strictures. 

In the management of apparently impassable 
stricture it is usually better for the patient to re- 
main in bed. It should be a cardinal rule to make 
a rectal examination by touch before any attempt 
to examine the urethra with instruments. The case 
may be complicated by enlargement of the prostate, 
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abscess, impacted stone, or other lesions. Prostatic 
disease has often been mistaken for stricture. 

Unless there is acute retention the patient should 
be kept in bed for a day or two and given some form 
of sedative mixture. After the prostate and posterior 
structures of the urethra have been examined, 
the author gives a combination of sodium bromide, 
belladonna, and paregoric. When the urethral 
examination is to be made a dose of morphine may 
be beneficial. The patient’s legs and chest should 
be kept warm and he should be placed on a hard 
mattress which does not allow the pelvis to sag 
into a depression in the bed. The urethra should 
be irrigated thoroughly with warm boric acid or 
salt solution, nothing stronger. Careful sterilization 
of instruments, hands, etc. is essential. All filiform 
bougies should be tested for tensile strength and 
examined for rough spots that may scale off. Gouleys 
should be examined to see that there are no sharp 
shoulders which will cut the filiform bougies. The 
patency of all catheters and Gouleys should also be 
tested. 

The urethra should then be filled with a suitable 
lubricant from the meatus to the face of the stric- 
ture. For this, iodoform emulsion in glycerine is of 
value and tends to prevent chill. As to which instru- 
ment should be passed first there is much difference 
of opinion. It is sound judgment to select the 
instrument which will pass through the stricture. 
For this reason the author usually employs the 
filiform bougie. 

The filiform is gently passed down the urethra 
until it meets with resistance against the stricture. 
It’s passage is then arrested for a few moments 
until the spasm relaxes. Another filiform is then 
passed and so on until there is a fasciculus of them 
almost filling the urethra. Each bougie is then 
manipulated up and down independently of its 
fellows. The idea of using so many filiforms and 
working them independently is that in eccentrically 
placed canals through strictures it will generally 
be found that in this way one or more bougies will 
enter the opening and eventually pass through. 
The use of filiform bougies with angular tips and 
corkscrew turns the author has found unnecessary, 
although he believes they have their place. 

If the method described fails there are several 
other procedures to be tried before cutting is done. 
An anesthetic may be given and the same pro- 
cedure tricd again with complete relaxation. At 
times the author has succeeded by allowing a gentle 
stream of warm water to trickle into the urethra 
during the manipulation with the bougies in order 
to promote relaxation of the spasm. If the bougie 
is passed into the bladder it is tied in situ unless 
catheterization is necessary, and the patient is 
placed at rest for twelve or twenty-four hours be- 
fore any further manipulation is attempted. At the 
next sitting the author generally succeeds in pass- 
ing another bougie beside the first, and so on upon 
succeeding days until he has passed as many as 
the stricture will accommodate. It is then time 
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to determine the particular type of the stricture 
and decide upon the subsequent treatment. 
C. R. O’CrRowLey. 


Brennemann, J.: The Ulcerated Meatus in the 
Circumcised Child. Am. J. Dis. Child., 1921, xxi, 
38. 


A peculiar lesion of the meatus urinarius occurring 
only in circumcised children is characterized by 
ulceration, crusting and narrowing of the urinary pas- 
sage; nearly always by pain on urination; often by 
distention of the bladder; and occasionally, by 
hemorrhage. Only in the past year or two has the 
real explanation of the condition become evident. 
In 25 or more cases seen by the author recently 
the lesion was associated with what is known as the 
‘‘ammoniacal diaper.”’ While the condition itself 
is rarely, if ever, of serious import, it is usually very 
troublesome. More commonly it manifests itself 
as a rather superficial ulceration about the meatus. 

From what we know regarding similar ulcers in 
the diaper region due to the same cause it is prob- 
ably preceded by a vesicle, as has been pointed out 
by Zahorsky, though the latter is rarely noticed 
before it is broken. At times the ulcer becomes deep 
and extensive, reaching 2 mm. in depth and more 
than 5mm. in width. Usually it is more or less 
covered by a crust which is very firmly attached 
over a considerable area. Surrounding the ulcer 
there is often an area of inflammation which involves 
the adjacent surface of the glans and, extending 
into the urethral opening, causes narrowing. In 
the severe cases erythema, vesication, and ulceration 
of the glans, the scrotum, and the rest of the diaper 
region are frequently present. 

The salty urine coming in contact with the de- 
nuded meatus causes acute pain when the child 
begins to urinate. He therefore immediately stops 
urinating and cries out with pain. Often the empty- 
ing of the bladder is deferred from twelve to eighteen 
hours. Thus distention of the bladder results. In 
some cases there is a certain amount of mechanical 
obstruction due to the narrowing of the meatus or 
more frequently to the scab which forms on the 
ulcerated area and is very adherent. Permanent 
narrowing of the meatus, analogous to a stricture, 
apparently never occurs even after repeated and 
prolonged ulceration. If the ulceration is deep and 
extensive there may be slight haemorrhage which is 
noticed especially at the end of urination. 

The cause of the ammoniacal diaper which is 
always the cause of this condition of the meatus is 
still unknown. In the case of a child which is usually 
healthy except for constipation, a very strong odor 
of ammonia is noticed about the wet diaper when 
it is changed at night or in the morning. The fumes 
are comparable to those escaping from a bottle of 
ammonia. They are distinctly irritating to the 
nostrils and even cause a biting sensation in the 
eyes. Sometimes this condition is present every 
night; again it apparently disappears or becomes 
barely noticeable for weeks and months, only to 
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appear again with violent manifestations without 
any known change in the child’s health or food. 
Many children have this ammoniacal diaper for 
weeks and months without any other unpleasant 
symptoms. Usually it produces a local redness and 
subsequent desquamation of a large part of the diaper 
region. In more severe cases it causes scattered 
vesication and ulceration. These ulcers may re- 
main denuded for a long time. Often they heal 
over but remain as discrete nodules during the whole 
time the ammoniacal condition persists. 

The age incidence is of special interest. The 
condition is almost unknown in the nursing baby, 
relatively rare in the first six months, and present 
only exceptionally before the third or fourth month. 
It is more common in the latter half of the first 
year, most frequent during the second year, less 
common during the third, and then soon vanishes. 

C. R. O’CROWLEY. 


GENITAL ORGANS 


Bumpus, H. C.: Carcinoma of the Prostate; A 
Clinical Study. Surg., Gynec. & Obst., 1921, xxxii, 
31. 
Bumpus first discusses the history of cancer of 
_ the prostate. He then describes the lymphatic 
drainage of the prostate and states that metastasis 
into these lymphatic glands is much more common 
than is usually believed. The glands usually 
infiltrated by this extension are the inguinal, iliac, 
cervical, and retroperitoneal glands. The percent- 
ages of the cases thus metastasizing as shown in 
the reports of the Mayo Clinic are given in a table. 
The author then takes up the question of the 
symptoms of cancer of the prostate, tabulating 
them as follows: 


_Patients with metastasis with pain—6o, or 75.9 per cent 
ol 79. 
Patients with metastasis without pain—ro, or 24.1 per 
cent of 79 
Patients without metastasis with pain—g7, or 34.3 per 
cent of 283. 
Patients without metastasis without pain—186, or 65.7 
per cent of 283. 
Total number of patients with pain—157, or 43.3 per 
cent of 362. 
Total number of patients without pain—205, or 56.3 
per cent of 362. 


Cases are cited in which the entire ascending 
ramus of the ischium was destroyed. 

The pathology of cancer of the prostate is of two 
types. The first is characterized by the fact that the 
gland is slightly enlarged and the few local symp- 
toms are due only to metastasis, while in cases of the 
second type the gland is hard, nodular, and greatly 
enlarged and the symptoms are those of obstruction. 
There are also many intermediate varieties. Micro- 
scopic examination usually shows that Type 1 is 
more malignant than Type 2. 

Radium therapy is of very little value, but gives 
more gratifying results in cases of small, smooth, 


firm, and well-encapsulated carcinoma than in 
cases of the other types. 

Metastasis to the bones is a fairly common 
occurrence. The various metastases observed in 
the Mayo Clinic are given as follows: 


Cases 


The last portion of the article is devoted to a 
discussion of the symptoms noted in the cases 
examined in the Mayo Clinic. Urinary symptoms 
are absent in 11.5 per cent of cases of metastasis. 

Neuralgic and rheumatic pains in men above 
middle age, even in the absence of urinary symp- 
toms, should suggest the possibility of carcinoma of 
the prostate. 

The author appends a table showing the urinary 
symptoms in 75 cases with metastasis and 283 cases 
without metastasis as follows: 


URINARY SYMPTOMS 


75 patients with metastasis: 


Percent- 

Cases age 
43 54-4 

283 patients without metastasis: 

A. C. STOKEs. 

MISCELLANEOUS 


David, V. C., and Mattill, P. M.: The Réle of the 
Ureteral Lymphatics in Experimental Urinary 
Tract Infections. Arch. Surg., 1921, ii, 153. 


The authors refer to a previous paper which 
appeared in Surgery, Gynecology & Obstetrics for 
February, 1918, in which they laid down the follow- 
ing postulates: 

1. In experimental bacillus coli cystitis in dogs, 
blood-stream infection is rare. 

2. Without stasis of urine, involvement of the 
upper urinary tract is rare. 

3. With slight obstruction to complete emptying 
of the bladder, extension of the infection to the 
upper urinary tract practically always occurs. 
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4. The involvement of the upper urinary tract 
almost uniformly takes place through the lumen of 
the ureter; the ureteral lymphatics are rarely, if 
ever, the pathway of infection. 

The authors have proved these postulates experi- 
mentally. They demonstrated that the ureter and 
the pelvis of the kidney and bladder in the region 
of the ureter are supplied with lymphatics. In an 
attempt to determine the round-cell infiltration 
in controlled ureters with sterile urine in dogs and 
rabbits they found the presence of infiltration in 
the ureter in a large percentage of cases in which no 
infection in the urinary tract could be demonstrated. 
In an experiment to determine the round-cell in- 
filtration of the ureter with infected urine they 
injected bacillus coli into a dog’s bladder and killed 
the dog at the end of thirty days. Colon bacilli 
were then found in the bladder urine, but cultures 
of macerated ureter and kidney pelvis were sterile. 

To demonstrate the development of ulcerative 
cystitis with ascending ureteral infection but no 
infection of the ureteral lymphatics or the blood 
stream one ureter was ligated and divided to 
establish a hydronephrosis which acted as a control 
on blood-stream infection. If such infection were 
present the hydronephrosis would become converted 
into a pyonephrosis. The urethra was partially 
constricted by a band of fascia, but not sufficiently 
to prevent urination. Colon bacilli were then in- 
jected into the partially obstructed bladder. UI- 
cerative cystitis developed with ascending infection 
involving the unobstructed ureter from which cul- 
tures of bacillus coli were obtained. Microscopically 
there was no cellular infiltration of any type in the 
ureteral wall although a dense polymorphonuclear 
exudate was found throughout the wall of the 
bladder. 

To demonstrate that involvement of the upper 
urinary tract takes place usually through the ureteral 
lumen the cut end of a ligated ureter was made 
adherent to infectious material. In this investigation 
the hydronephrosis which developed above the 
divided ureter was sterile although micro-organisms 
were traced to the peripelvic fat. In other experi- 
ments on dogs and rabbits infected gauze was placed 
at the end of a divided ureter. Pyonephrosis devel- 
oped in each case without peri-ureteral lymphatic or 
blood-stream involvement. 

From these facts the authors conclude that kidney 
infection by means of the lymphatics around the 
ureter is exceedingly rare to say the least. 

A. C. SToKEs. 


McDonagh, J. E. R.: Venereal Diseases as We See 
Them To-Day. Practitioner, 1921, cvi, 18. 


This article is a criticism of the present methods 
of treating and combating venereal disease. Be- 
cause this problem was a very active one during the 
war, it became an official problem and certain set 
methods were used regardless of the clinical findings. 

The author’s criticisms are based on pathologic 
grounds alone. He believes that we are returning 
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to the old method of treatment which was based on 
the clinical manifestations. He discusses what has 
happened, what is apt to happen, and how the old 
method of treatment can be reconstructed. 

The false premises on which our present methods 
are founded are: (1) that disease can be readily 
ascertained by a microscopic examination, (2) that 
treatment can be regulated by blood tests, and (3) 
that a cure can be determined by microscopic and 
serologic means. 

In McDonagh’s opinion only vaccination some- 
what similar to that used for the prevention of 
smallpox will be successful in combating venereal 
disease. The best method known should be revealed 
to every patient so that he can protect himself. 
The propaganda now used is producing a great many 
venereal neurasthenics. 

Free and secret treatment of venereal diseases is 
a mistake. In the author’s hospital experience free 
treatment was never necessary as most of the 
patients were perfectly willing to pay. 

McDonagh believes that no disease is easier to 
treat than venereal disease, and that most specialists 
go through the stage of over-treating goncrrhoa 
and under-treating syphilis. 

Because of the stereotyped courses of treatment 
which were given during the war—a_ negative 
Wassermann test rather than the physical findings 
being regarded as indicative of cure—recurrences 
were numerous. Many of these developed in young 
men who were about to marry and who later 
infected their wives so that they gave birth to 
infected children. Treatment was not continued 
until the patient was clinically free of lues for a long 
period of time but only until his Wassermann test 
was negative. 

Prolonged treatment which renders the blood 
negative also means that the patient’s resisting 
substances have been destroyed. All immunity 
reactions are physical and influenced by the colloidal 
state of the protein particles in the serum. As 
treatment is continued, these particles are sub- 
divided and go into solution, in which form they do 
not exhibit the properties peculiar to them and the 
reaction becomes negative. In the author’s opinion 
therefore, no light is thrown on what has happened 
to the organisms which are destroyed by the resist- 
ing substance rather than by the treatment. 

In the cases seen by McDonagh, 8 per cent of all 
venereal sores treated as syphilis were wrongly 
diagnosed and all cases having but one course of 
treatment relapsed sooner or later. Nineteen per 
cent relapsed within three months. 

Recurrent chancres are one hundred times as 
frequent now as in 1910. When a case relapses, the 
blood becomes positive and remains positive for 
the rest of the patient’s life. 

A positive test after a prolonged course of treat- 
ment indicates that the patient is well protected 
from a recurrence and vice versa. Sporadic treat- 
ment is not satisfactory and is worse than no treat- 
ment at all. 
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In the author’s opinion the greatest error of this 
era is the assumption that the spirocheta pallida is 
the sole cause of syphilis. The spirocheta pallida is 
only the adult male of a coccidial protozoén. 

McDonagh sharply criticises the plan of not 
allowing patients to marry until their complement- 
fixation test is negative. A positive complement- 
fixation test occurring after the fourth year from the 
time of infection can never be made permanently 
negative by treatment. 

Emphasis is placed upon the fact that because of 
the one-course system of treatment and the assump- 
tion that a negative Wassermann test indicates a 
cure, nervous syphilis is twenty times more frequent 
today than in 1910. Re-infection is a rare occur- 
rence and develops only following intermittent 
treatment. 

In McDonagh’s opinion we should follow such 
clinicians as Fournier and Hutchinson, using 
salvarsan to get rid of symptoms and employing 
mercury for long periods. Recurrent cases should 
be treated symptomatically. This would relegate 
the complement-fixation test to its proper place; a 
positive reaction is confirmatory evidence only that 
= patient has had syphilis some time during his 
ife. 

The author allows his patients to marry without a 
blood test four years after infection or two years 
after two years of treatment. 

In many of the hospitals during the war where 
only venereal disease was treated, gonorrhoea was 
over-treated and instrumentation was used to such 
an extent that the disease was prolonged and com- 
plications were frequent. 

The stereotyped treatment of gonorrhoea, and 
especially the methods now used to bring out a latent 
or non-active gonorrhoea, have done much damage. 

In only ro per cent of the cases in which there is 
clinical evidence that gonococci are present is it 
possible to demonstrate the organisms by film or 
culture. The methods of bringing out an active 
gonorrhcea increase the over-treatment and are 
harmful. 

The complement-fixation test for gonorrhoea 
indicates merely that the patient has had gonorrhoea 
and does not indicate an active lesion. The author 
holds that there is only one test for cure and that is 
a thorough clinical examination. Gonorrhcea is 
not very infectious, being conveyed only during the 
acute stage. Many patients with a few shreds are 
treated for too long a time as it is probable that they 
will always have shreds. 

A woman with cervicitis will always have a certain 
amount of inflammation and discharge. 

McDonagh sums up his article by stating: ‘We 
should return to where we were some years ago 
in treating venereal diseases.”” We should profit 
by the few advances made in chemotherapy and 
vaccine therapy, and should regard all pathologic 
investigations as mere adjuncts to clinical evidence. 

As a means of advancing British medicine, the 
author suggests to the Ministry of National Health, 


that an inquiry be made into: (1) the cause of 
syphilis, (2) the rationale of complement-fixation 
tests, and (3) the modus operandi of chemotherapy 
and vaccine therapy. G. J. THomas. 


Ivens, F.: A Note on the Use of Antigonococcal 
Serum. Brit. M.J., 1921, i, 77. 


Wassermann showed that the toxin of the 
gonococcus is contained in the body of the organism 
and does not belong to the diffusible group. This 
fact was applied by Rogers and Tory in 1906 in the 
successful use of antigonococcal serum in the 
treatment of gonorrhceal rheumatism. Paraf re- 
cently pointed out the resemblance between the 
meningococcus and the gonococcus and emphasized 
the necessity for methods of applying the serum 
locally in order to bring it into immediate contact 
with the microbe. With Nicolle’s serum he cured 
14 of 16 cases of arthritis in rabbits by intra- 
articular injections of the serum. The serum is ac- 
tive, possessing agglutinating, bacteriolytic, and 
bactericidal qualities; it has therapeutic properties 
against different strains of gonococci. 

Ivens employed the serum in about 30 cases, in 
22 of which tubal infection was the most marked 
feature. Endocervicitis occurred in 3, and in 3 there 
was arthritis which in one instance developed during 
pregnancy and another in the puerperium. 

Three methods of application were used. In 
one series of cases the serum was given subcutane- 
ously diluted in normal saline, usually in a dose of 
20 c.cm. This was repeated at intervals of two, 
three, or seven days, from 20 to 200 c.cm. being 
given in all. In another series of cases with dripping 
pus tubes or pyosalpinx, the tubes were washed 
with normal saline and a dose of 20 c.cm. of serum 
was injected into the tubes, some of it into the 
ovary, and the residue into the pouch of Douglas. 
The abdomen was closed without drainage and the 
patient placed in the Fowler position. To avert 
anaphylactic shock, a subcutaneous or rectal saline 
injection was given simultaneously as sodium 
salts have a protecting action against the assaulting 
infection. In cases of endocervicitis with profuse 
leucorrhoea serum packs in the vagina alternated 
daily with packs moistened with equal parts of 10 
per cent saline and 5 per cent phenol were used. 
The results in the cases treated with local applica- 
tions are particularly good; one woman has become 
pregnant and another is entirely well after previous 
ineffectual treatment for two years. 

The serum was not used intravenously as fatal 
anaphylactic shock is apt to result from this method. 

With 2 exceptions, the patients were married 
women; 13 had no children, and 9 each had only 1, 
a striking percentage of sterility. Subcutaneous 
injections were used in 19 of the 30 cases, intratubal 
and peritoneal injections in 6, vaginal packs in 3, 
and serum dressings in 2 cases of bartholinitis. 

The results show good immediate recovery of all 
the patients. There were 3 definite failures in the 
after-histories. One failure, which occurred, in an 
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acute case, was probably due to the use of an in- 
sufficient amount of serum. The other two patients 
had relapses after several months of good health, 
but re-infection was probable. Relief from pain was 
a marked feature in all cases. 

These results warrant further experiment and 
study to determine the best method of administer- 
ing antigonococcal serum with regard to the site of 
injections, their frequence, and the amount of the 
serum to be given. Six special cases are cited. 

C. F. ANDREWS. 


Mann,L.T.: The Acriflavine Irrigation Treatment 
of Gonorrhoea. Med. Rec., 1921, xcix, 144. 


The technique employed by the author is that of 
Watson. A 1:4,000 solution of acriflavine in physio- 
logical saline at body temperature is used once 
daily. The treatment of acute gonorrhoea of the 
anterior urethra consists of daily irrigation with 1 pt. 
of the solution and its retention in the urethra for 
ten minutes. In addition, the patient is instructed 
to drink ten or twelve glasses of water daily. 

In cases of involvement of the posterior urethra 
or primary acute anteroposterior urethritis, intra- 
vesical irrigations are given immediately unless 
the symptoms are hyperacute. In cases of subacute 
or chronic posterior urethritis plus prostatitis 
daily intravesicalirrigations may be given immediate- 
ly and the prostate may be massaged on the injected 
bladder twice or three times a week provided there 
is no acute epididymitis. 

Favorable results were obtained by this treatment 
in a series of 36 cases. T. F. Frnecan. 
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Reenstierna, J.: The Treatment of Gonorrheal 
Complications by the Combination of Anti- 
gonococcus Seruin and a Temperature-Raising 
Agent. J. Urol., 1921, v, 63. 

The author reports the result of further work 
with his antigonococcus serum. In 1916 he gave 
the results of its use in 120 cases, stating that it 
had little effect in the open type of gonorrhoea (of 
the urethra, cervix, ducts of Bartholin’s glands, 
conjunctiva), while in the complicated or closed 
type of gonorrhoea (arthritis, epididymitis, pro- 
statitis, diseases of the eye and adnexa, infiltrations 
of Bartholin’s glands, and peri-urethral infiltrations) 
its action was usually very marked. 

Because certain cases were refractory and in others 
expected improvement did not occur, the author 
attempted to improve the serum, making it of more 
uniform value. ‘Taking into consideration the 
sensibility of gonococci to warmth, he added a 
temperature-raising agent to the serum, especially 
dead cultures of typhoid bacilli, so that the serum 
has now a double action due to the effect of the 
antibodies and fever. 

Reenstierna claims that this serum is much supe- 
rior to his first serum, and reports that it causes very 
marked and prompt amelioration of symptoms in 
arthritis, prostatitis, and epididymitis followed in a 
short time by cure. 

The untoward effects of the serum treatment are 
chills and high fever after the injection, considerable 
tenderness at the site of injection persisting for 
some days, and at times a passing tenderness in the 
inguinal lymphatic glands. H. L. Sanrorp. 


SURGERY OF THE EYE AND EAR 


EYE 


Wolff, L. K., and Deelman, H. T.: A Case of Mela- 
nosarcoma Conjunctive Bulbi. Bril. J. Ophith., 
1921, V. 4. 

The authors report rather fully a case of melano- 
sarcoma occurring atypically in the conjunctiva 
bulbi and originating from a pigment spot which had 
been present for ten years. The neoplasm began to 
grow very suddenly. Following its excision the 
region was treated with heavy doses of the roentgen 
ray. 

A year later a recurrence developed in the region 
of the original pigment spot and although the eye 
was otherwise normal, it was enucleated because 
it was impossible to determine clinically whether 
the condition was a recurrence of the tumor or 
simply a pigmentation due to the X-ray treatment. 
About a year and a half later a tumor mass was 
found in the region of the temple. This also was 
widely excised. 

The microscopic examination showed the first 
tumor mass to be a typical alveolar melanosarcoma. 
A section through the tumor region of the eve which 
was removed showed the tumor cells penetrating 
rather deeply into the sclera at the limbus and 
following along the path of the blood vessels, some 


of which were collapsed from the pressure of the 
cells. The tumor from the region of the temple was 
a sharply outlined grayish-white mass resembling 
microscopically the first tumor except that it con- 


tained considerably less pigment. T. D. ALLEN. 
Gifford, S. R.: Trichromycetes in Ophthalmology. 
I. Leptothrix. Am. J. Ophih., 1921, iv, 1. 


Gifford reviews the literature rather fully and 
reports three cases of his own, drawing the following 
conclusions: 

1. A strain of leptothrix was found as the only 
organism in smears and cultures from the conjunc- 
tival sac in a case of recurrent conjunctivitis. It 
was pathogenic for guinea pigs and showed definite 
spore-formation. 

2. A leptothrix was isolated from a case of chronic 
meibomitis. It showed definite spore-formation, but 
was non-pathogenic for guinea pigs, was serologi- 
cally distinct from the first strain, and presented 
cultural differences from it. 

3- What is probably a leptothrix was found in 
smears from a second case of chronic meibomitis. 
It apparently showed true spores. 

4. The group of leptothrices includes at least 
two distinct species and probably more. 

The condition was treated successfully by expres- 
sion and applications of zinc collyrium and yellow 
oxide of mercury ointment. T. D. ALELN. 


EAR 


Kopetsky, S. J.: Otitis Media in Children—A 
Critique. Am. Med., 1921, ns. xvi, 26. 


In order to clear up certain misconceptions rela- 
tive to otitis media in children the author empha- 
sizes the following points, giving the arguments in 
support thereof: 

1. Paracentesis or incision of the drum-head does 
not prevent operative mastoiditis. The elements 
which produce mastoiditis requiring surgical inter- 
vention are to be found in other factors than in 
the performance or non-performance of the so-called 
carly paracentesis. 

These factors are: (1) the nature of the pre-exist- 
ing systemic infection, (2) the exhaustion of the 
body economy by such infection, (3) the character 
of the invading organism, and (4) the type of the 
lesion which develops from its initial onset in the 
mastoid process. 

The author deplores the present common practice 
of opening the ear drums simply because the 
patient has fever, earache, and a reddened drum 
without bulging. He states emphatically that 
paracentesis should be reserved for cases in which 
pus is present and should not be done for otalgia. 
In other words, a differential diagnosis between. 
acute catarrhal otitis media and acute purulent 
otitis media is essential before the proper therapy 
can be applied. 

2. Repeated paracentesis not only is powerless 
to prevent the development of an operative mas- 
toiditis, but is in itself poor therapy which very 
frequently results in permanent functional dis- 
ability. 

The author's contention is that if pus is present 
the drum will not heal, and if the incision closes it is 
an indication that the middle-ear process is resolving 
and repeated incisions made in the hope of relieving 
symptoms supposed to be due to pus retention in 
the middle car traumatize an inflamed region and 
set up just what the operator is attempting to 
prevent—a mastoiditis. The author is of the 
opinion that further search will reveal a cause for 
the symptoms in some systemic infection in an 
adjoining structure. 

3. Mastoid infections in children indicating 
surgical intervention may be present without pain 
or high temperature, although the temperature is 
usually elevated. 

More important than the pain is the presence of a 
profuse excessive discharge. 

4. The value of the radiogram for diagnostic 
purposes in the cases of children is negligible because 
of the nature of infantile bones and the absence of 
definite cell structure. O. M. Rort. 
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SURGERY OF THE NOSE, THROAT, AND MOUTH 


NOSE 


The Measurements of the 
A m. J. 


Santos-Fernandez, J.: 
Nasal Canal According to the Race. 
Ophth., 1921, iv, 32. 

This article presents tables showing the frequency 
of eye diseases in Cuba, especially the frequency 
of lachrymal diseases in the different races and 
their relative incidence in whites and negroes. It 
gives also the results of a series of measurements of 
the lachrymal canal in full-blooded negroes and 
whites, and points out the anatomical factors re- 
sponsible for the greater frequency of lachrymal 
obstruction among the whites and mulattoes than 
among the blacks. The author offers the following 
conclusions: 

1. Inthe white races the nasal canal is longer and 
follows a more tortuous course. This explains the 
greater tendency to obliteration or narrowing of its 
lumen in affections of the lachrymal passages. 

2. The nasal canal in the negro is wide and follows 
a straight course; this explains why it becomes 
obliterated less frequently than in whites, and ac- 
counts for the comparative rarity of sac and duct 
diseases in the negro as compared with both the 
whites and the mulattoes. O. M. Rort. 


Spielberg, W.: The Etiology of Deviations of the 


Nasal Septum: Anatomical Theory. J. Am. M. 
Ass., 1920, Ixxv, 1646. 

The author suggests the following theory to 
explain deviations of the nasal septum: 

“The nasal septum divides the bony structure 
into two compartments. It is surrounded by hard. 
unyielding bony tissues which begin to ossify from 
the first to the eighth week of gestation. The septum, 
composed of the vomer, the perpendicular plate of 
the ethmoid, and the triangular cartilage, ossifies 
so far as the bony portion is concerned from the 
second year to puberty. The cartilage remains 
soft throughout life. 

“Tt is easily conceived, therefore, that the sur- 
rounding bony structures, ossifying at a much 
earlier period than the bony septum, will cause the 
septal constituents to deflect or deviate in order to 
permit it to occupy its proper space. It is as if one 
should attempt to insert a paper perpendicularly 
into a box of smaller dimensions. The paper would 
of course assume the form of an S or bend out with 
a concavoconvex configuration. O. M. Rort. 


Schwartz, A. A.: Postoperative Nasal Septal Ab- 
scess with Latent Sinus Infection; with Case 
Report. Am. Med., 1921, n.s. xvi, 33. 


Forty-eight hours after a submucous resection a 
septal abscess developed. The symptoms of infec- 
tion were not relieved until after the flap was laid 


wide open and the cavity cauterized with phenol 
followed by alcohol. Four years previously the 
patient had had an acute frontal sinusitis which had 
healed spontaneously. There was no evidence of 
this trouble at the time of the septal operation. Six 
weeks previously, the patient had an attack of acute 
rhinitis, but all symptoms had subsided two weeks 
before to the operation. A latent infection was 
present, however, as a nasal discharge persisted 
after the septal abscess had subsided. The X-ray 
disclosed a cloudy right antrum, and _ irrigation 
revealed pus. This condition was cleared up in due 
time. O. M. Rorr. 


Reitter, G. S.: Rhabdomyoma of the Nose: Report 
of aCase. J. Am. M. Ass., 1921, Ixxvi, 22. 


The author’s patient, a girl aged 14, gave a history 
of having been struck on the nose with a ball eight 
years previously. Eight months afterward a small 
swelling was noticed which gradually grew to be a 
good-sized tumor. This growth had always been 
hard, the skin over it was quite normal, and there 
was no pain at any time. The diagnosis was made 
by microscopic examination. 

As the child’s father refused to consider any surgical 
procedures, an attempt was made on July 24 and 
25 to reduce the neoplasm with radium. Only the 
gamma rays were used. Three hundred milligrams 
of radium element screened with 3 mm. of lead and 
2 mm. of rubber at a distance of 2 cm. were applied 
to four areas for a total of 6,500 milligram hours. 
August 19 the tumor was reduced about an inch 
in circumference. September 20 the patient’s father 
reported no further change in its size and refused to 
allow further treatment. O. M. Rort. 


Wolf, G. D.: Round-Cell Sarcoma of the Nasal 
Vestibule. Med. Rec., i921, xcix, 178. 


The author lays stress on the importance of closer 
co-operation between the rhinologist and the path- 
ologist. He regrets the tendency to belittle rhin- 
ological surgery by operating in the office and de- 
plores the infrequency with which specimens removed 
are submitted to microscopic examination. 

In the case reported the left nostril was filled with 
an irregular mass which bled easily when touched. 
Microscopic examination showed the growth to be 
a round-cell sarcoma and radium treatment was 
advised. The following conclusions are presented: 

1. Whenever feasible, specimens removed from 
the nose should be submitted to the pathologist. 
This will prove to be a life-saving measure in some 
cases and will greatly help in the study of the path- 
ologic processes of the nose. 

2. In every case of epistaxis with evidence of 
growth, and in cases in which a growth bleeds pro- 
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fusely on slight manipulation it is absolutely im- 
perative to submit a specimen to the pathologist. 

3. Since chronic inflammation and benign growths 
of the nose are the only etiological factors known to 
cause malignancy, the patient must be made to 
understand the necessity for thorough removal 
of growths and the eradication of inflammation. 

4. It would be an interesting study to investigate 
all the malignant growths of the submaxillary and 
cervical glands to determine what proportion of 
them, if any, originated in the nasal chambers. 

O. M. Rorr. 


Lynch, R. C.: The Technique of a Radical Frontal 
Sinus Operation Which Has Given Me the Best 
Results. Laryngoscope, 1921, xxxi, 1. 


The author describes the technique of a radical 
frontal sinus operation which has given him 100 
per cent cures in a series of 15 cases. 

The incision is made as for the Killian or Knapp 
procedure but at first is not extended outward be. 
yond the supra-orbital notch until this is found 
by intrasinus measurement to be necessary. Be- 
fore the incision is made the line of incision is 
cross-cut to facilitate proper approximation. of 
the skin and deeper tissues. The periosteum is 
clevated only from the lower half of the incision, 
great care being taken not to buttonhole the orbital 
periosteum. This stripping is continued until the 
most remote area of the orbital sinus wall is exposed. 

With a sharp gouge the periosteum over the nasal 
process of the superior maxilla and the lower edge 
of the nasal bene in the region of the upper portion of 
the lachrymal sac and in the area of the superior 
oblique is elevated. A long submucous elevator 
is used to expose the lachrymal bone and the lamina 
papyracia of the ethmoid. This exposed area of 
bone is removed with the chisel and mallet and 
rongeur forceps. 

The angle between the floor and posterior wall 
of the frontal sinus must be completely obliterated, 
especially externally. The mucosa is carefully 
curetted away with Coakley curettes. A strip of 
gauze soaked in iodine is then packed firmly into 
the cavity to prevent the entrance of infection into 
this area from below and to control bleeding. 

The roof cells of the ethmoid are next cleaned out 
and then the postethmoid sphenoid cells and every 
vestige of mucosa. Finally the anterior wall of the 
sphenoid is removed. After the raw bone surfaces 
have been sponged with tincture of iodine, a large 
drainage tube 34 in. in diameter with one end 
cut on a long bevel is passed through the vestibule 
of the nose and into what was the area of the 
beginning infundibulum of the sinuses. The iodine 
gauze is then removed from the upper portion of the 
sinus wall and the entire cavity is swabbed with 
iodine. 

Interrupted catgut sutures are placed to bring 
the subcutaneous tissues together, but the needle 
point is not permitted to pass beneath the periosteum 
of the upper half of the incision. The skin is brought 
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together with metal clips. No external drainage is 
necessary. A sterile probe is passed through the 
tube daily for five days. The tube is then re- 
moved and a large dilator is placed in the sinus for 
ten days. No washing of the sinus or nose is per- 
mitted. O. M. Rorrt. 


Hope, C. W. M.: Lymphosarcoma of the Postnasal 
Space. Proc. Roy. Soc. Med., Lond., 1921, xiv, 
Sect. Laryngol., 6. 


The postnasal space was occupied by a large 
bluish-red mass which pushed down the soft palate. 
The soft palate was invaded also by a large mass 
behind the left posterior pillar of the fauces. A 
smaller mass was found on the right side in the 
sinus region. The Wassermann test was negative. 
On both sides of the neck, in front and behind the 
sternomastoid and extending down to the clavicle, 
were scattered palpable glands. The microscopic 
examination of one of these removed from the left 
side was lymphosarcoma. 

On Sept. 23, 1920, 60 mg. of radium in two tubes 
screened with 1 mm. of silver were buried in the 
postnasal growth for six hours. On September 29 
and October 5 the neck was treated with the X-rays. 
On October 9, 30 mg. of radium screened with 1 mm. 
of silver were introduced into the postnasal space 
and 30 mg. buried in the left posterior pillar for six 
hours, 1 mm. silver screen being used. On October 
12 the neck was again treated with the X-ray. 

On October 19 the postnasal space was absolutely 
free from tumor, the pillars were very much smaller, 
and the glands in the neck were reduced two-thirds. 
All nasal obstruction had disappeared. 

O. M. Rorrt. 


THROAT 


Thompson, J. A.: A Simple, Bloodless Tonsillec- 
tomy, with a Simple, Safe Local Anzsthesia. 
Laryngoscope, 1921, Xxxi, 26. 

The author explains why the method of injecting 
the tonsil recommended by Rosenblatt is so success- 
ful. Just external to the constriction muscles of the 
pharynx is a connective-tissue space in which lie the 
vessels and nerves of the tonsil in the neck. Just 
external to the anterior pillar this space is covered 
only by mucous membrane. When a needle is 
inserted to the depth of 1 in., its point being directed 
slightly away from the median line, the injection 
made into this connective-tissue space will surround 
the glossopharyngeal nerve and the nerve will be 
blocked. O. M. Rorr. 


Morris, W.: Dissection of the Faucial Tonsils under 
Local Anesthesia. Lancet, 1921, cc, 160. 


Morris describes the technique adopted in the 
Mayo Clinic for complete removal of the tonsils in 
adults. 

The technique is simple and easily carried out. 
It is preferable for small fibrotic tonsils or those in 
which only the bases are left after enucleation by 
Sluder’s method has been attempted by an inex- 
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perienced operator. Sluder’s technique is preferable 
if there is sufficient tonsillar tissue to protrude 
through the ring of the guillotine and to dislocate 
forward in front of the alveolar process. 

In 72 operations witnessed by the author no ill 
effects were observed from the injection of one-fifth 
of © per cent cocaine. Hemorrhage is negligible 
and easily controlled by ligation. It requires about 
two minutes for the operator to remove each tonsil. 
Patients state that the procedure is painless. The 
operator has an excellent view of the field during 
the entire operation. Al! patients are placed in the 
sitting position. The following instruments are 
used: (1.) an all-metal syringe with a shank 8 in. 
long, and a needle '4 in. long at an angle of 45 degrees 
to the shank (Fig. 1); (2) a tonsil forceps (vol- 
sellum type), 8 in. long with blades 34 in. long, curved 
at an angle of 45 degrees to the shank, and jaws 
opening laterally (Fig. 2); (3) a scissors, 8 in. long 
with blades 34 in. long, curved on the flat to an 
angle 45 degrees and points medium blunt (Fig. 3); 
(4) a dissector, 8 in. long, with a flat blunt-pointed 
blade, 34 in. long, curved on the flat to 45 degrees, 
both edges sharp (Fig. 4); (5) a tonsil clamp with 
an ';-in. crushing surface; (6) a fine-pointed artery 
forceps; (7) a pillar retractor (Fig. 5); and (8) a 
coarse wire snare. 


The tonsil is firmly grasped with the volsellum 
forceps and pulled toward the midline. The cap- 
sule is then cut with the scissors in the supratonsillar 
fossa. The blunt point of the dissector is intro- 
duced into the opening thus made and the tonsil 
is separated from the anterior and posterior pillars 
by cutting the mucous membrane in a downward 
direction in front of and behind the tonsil. This 
can be done equally well with the scissors by insert- 
ing the closed points into the opening in the supra- 
tonsillar fossa and opening the blades in front of and 
behind the tonsil. 

The tonsil is separated from its bed by small 
nibbling cuts with the scissors, the separation being 
begun at the upper pole and carried downward for 
about two-thirds of the extent of the bed. The 
tonsil is next pulled well toward the midline and the 


clamp is applied to the remaining undetached portion 
of the base. Removal of the tonsil is completed by 
passing a coarse wire snare over the volsellum for- 
ceps, cutting through the remaining portion of the 
bed, and removing the clamp. Some operators 
prefer the snare rather than the clamp and ligate all 
bleeding points afterward. The whole of the ton- 
sillar fossa can then be exposed by pulling the ante- 
rior pillar forward and outward with the pillar re- 
tractor. Bleeding points may be measured and 
ligated. J. C. BRASWELL. 


Comby, J.: The Treatment of Retropharyngeal 
Abscesses (Traitement des abcés rétropharyngiens). 
Presse méd., Par., 1920, xxviii, 1769. 

Retropharyngeal abscesses occur very frequently 
in young children and call for immediate operation. 
In Comby’s opinion every throat abscess, whether 
tonsillar, paratonsillar, retrotonsillar, or pharyngeal 
should be opened with a soft instrument rather than 
with « sharp or cuiting instrument. The bistoury 
should be replaced by the cannulated sound and a 
hemostatic forceps. This method decreases the 
danger of hemorrhage, is within the scope of any 
practitioner, and is always successful. The author's 
procedure is described as follows: 

t. The operative field is cleansed by swabbing the 
throat with a mixture of iodine, potassium iodide, 
and glycerine. 

2. The child, held by a nurse, is placed opposite 
the operator who holds a tongue depressor in the left 
hand and a cannulated sound in the right. The 
abscess is exposed by depressing the tongue and the 
sound is pushed into it. 

3. The head is then immediately bent forward to 
prevent the entrance of pus into the respiratory 
tract and to facilitate evacuation. The small orifice 
of the sound is rapidly eniarged with a haemostatic 
forceps and the pus drained entirely. 

4. The throat is irrigated. 

5. Repetition of these manoeuvres may be 
necessary. 

6. If the abscess cannot be found at once in the 
cases of very young children the cannulated sound is 
pushed in different directions until it is discovered. 
Such attempts are inoffensive when a sound is used 
but would be impossible with the bistoury. 

W. A. BRENNAN. 


Hill, W.: Multiple Polypi of the Deep Pharynx. 
Proc. Roy. Soc. Med., Lond., 1921, xiv, Sect. Laryn- 
gol., 2. 


The patient, aged 55, had suffered for several 
years from frequent attacks of coughing and suffo- 
cation during which there seemed to be a lump in 
the throat which moved about. On endoscopic 
examination a pedunculated polypus was regurgi- 
tated from the gullet into the pharynx. This was 
removed by means of a snare and an elongated 
Struycken scissors. Sessile growths from the leit 
pyriform sinus were removed with a punch forceps. 

O. M. Rorr. 
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MOUTH 


McClary, S., III.: Focal Infection of Oral Origin. 
Internat. J. Orthodont. & Oral Surg., 1921, vii, 31. 

McClary reports that the principal regions in 
which we find foci of infection are the genito-urinary 
tract, the nasal accessory sinuses, the tonsils, and 
the teeth; consequently the oral surgeon and dentist 
should be alert to detect these conditions in the 
mouth and should know how best to correct them. 

The author doubts that most apical abscesses can 
be cured by drainage through the root canal; an 
apicoectomy may eradicate the ‘infection if the 
abscess cavity is accessible and can be thoroughly 
curetted, but as in many cases there is a perice- 
mental abscess it is advisable to remove the tooth. 

Seventy-five per cent of infections in the antrum 
come from diseased teeth. When such teeth are 
extracted, the sockets should be carefully disin- 
fected and explored with a sterile probe in order to 
determine whether there is an entrance into the 
antrum. If the infection extends into the antrum 
it is best to enlarge the opening for drainage. 

Where there is no necrotic bone in the antrum 
and it is not filled with polyps, drainage through the 
alveolar process is usually sufficient, but when either 
of these conditions is present, it is best to do a 
radical operation, such as removing the anterior 
wall of the antrum in the region of the canine fossa. 

The tonsil also should be considered as a factor in 
systemic infection. The removal of the tonsils is 
indicated by the following conditions: 

1. When in a child, the tonsils are large enough 
to interfere with respiration. 

2. When a child has suffered from a serious sys- 
temic infection such as endocarditis or acute ne- 
phritis following an attack of tonsillitis. 

3. When a cervical adenitis is present and the 
tonsils show evidence of cither acute or chronic 
inflammation. 


4. In all cases in which the tonsils are chronically 
infected as evidenced by congestion about them and 
the presence of cheesy accumulations. 

M. N. FEDERSPIEL. 


Chubb, G.: An Operation for the Radical Cure of 
Pre-Masseteric Fistule of Stenson’s Duct. 
Brit. M. J., 1921, i, 45. 

The number, the varied character, and the drastic 
nature of operations described for the treatment of 
pre-masseteric fistula of Stenson’s duct indicate 
their uncertain value. The ideal operation permits 
the restoration of the continuity of the duct. This, 
however, is always difficult and frequently impossi- 
ble. An alternative consists in dissecting the duct 
and implanting it into the mouth. If this fails, the 
recommendation is made to ligate the duct (with the 
risk of abscess formation) or to dissect the gland out 
as thoroughly as possible without injuring the facial 
nerve. 

The technique used by the author is described 
briefly. Two horizontal incisions are made 1 in. 
apart above and below the fistula and the small 
section of skin containing the fistulous opening is 
isolated by two vertical incisions between the others. 
The anterior end of the duct is dissected down to the 
oral cavity. Mattress sutures are passed through the 
anterior and posterior edges of the button of iso- 
lated skin and then brought through the skin and tied 
on the oral mucous membrane. This brings the duct 
opening into the oral cavity in its natural position. 
By undermining the skin edges of the primary 
incisions they may be brought together over the 
duct. 

The author has operated on three patients by this 
method with good results. The procedure may be 
recommended for its simplicity and reliability. It 
permits complete removal of the fistula with the 
surrounding scar tissue and allows primary union of 
the remaining linear incision. Merte R. Hoon. 
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